1/ m MARYLAND STATE DEPARTMENT OF HEALTH~BALTIMORE, 18 Joey 


r \ 
ise 
Le ale CERTIFICATE OF DEATH ie seacke 
2 = 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Retidence before admission) 
2 a. a. b. COUNTY 
32 Caroll Misa heacad Maryland Carroll 
x) 3 c. CITY OR TOWN {If outside corporote limits, write RURAL and give Mearest town) 
3 =“ 


b. CITY OR TOWN [If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b 
RURAL and give nearest lown) 
aneytown Life 


Taneytown x ad 


a ‘d. NAME OF HOSPITAL (if not in hospital, give street address) ‘d. STREET ADDRESS e. 1S RESIDENCE 
=e Po OR INSTITUTION " ON A FARM? 
Be ) ves] No 
£6 3. NAME OF First Middle last 4. DATE Month Doy Year 
se DECEASED | OF 

ae (ype or print) Alice Angell beat May 15 1957 
aaa 5. SEX 6. COLOR OR RACE |7. MARRIED []] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
oe = fost birthday} | Months] Doys | Hours] Min. 
ahs Female White wioowed fH] ovorceo tO] [July 16, 1864 92 om 

€ Re 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
2 Ly 8 / during most of working life, even if retired) > 

Bev Housey Taneytown, Maryland UseSeAe 

63 \ 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

& 

28 I Semuel Beumgardner Sarah Dutterer 

& 8 i WAS Pesce Cee IN U.S. ARMED: sb Simca 16. SOCIAL SECURITY NO. |17. INFORMANT Sar Address 

a Sere ane « atyptiga coqeratn earn , 

oe oO no None Ww. Avra /V Ye Taneytown, Md. 
28 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c)-] INTERVAL BETWEEN 
5 PART |. DEATH WAS CAUSED BY: fe) ONSET (AND Dene 
Big y  Wneniate cause (o._Coronary Occlusion 56 hours 
£é #20,0 DUE TO 

5 Conditions, if any, which Hea 

3 

2 


gave rite to immediate 
cause (a), stating the under. ( OUETO 
lying couse last. {c) 


wriol, crematian, ar remavat, and in any event within 72 hoy 


TO HOSPITAL OR ATTENDING PHYSICIAN: The faw requires that the death certificate be executed within 24 hours ofter death: Page 4 


Paes 

o = = 
is Hy 5 rd Past il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o} {19. ste leak a 

at xls 

ase O 3 None yes[] Now) 

Pa2 = [20c. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part I of item 18.) 

A & ] OR CONTRIBUTING [1] CAUSE OF DEATH 

egg 5 | MF EITHER, NOTIFY MEDICAL EXAMINER) 

se so 

Ca) § [2c TIME OF INJURY Month, Dey, Year ]20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (State) 

5.2 ¢ 5 Hour a. n. While Not while feciepyystrestiiomce blagsrete 

rice = p.m. 19 Jat work (] at work (] : 

Cet 

gE 21. | certify that | attended the deceased from_.LA=18_.. 19.4, to 5= 1G... 19.9'Z..that | last saw the deceased! 

. 

i. zs alive an__5t : = ee eae 125 -,.and that death occurred at 9: 2OAM, fram the causes and on the date stated above. 
= ‘- ADDRESS (Street, city oF town, stote) DATE SIGNED 
‘= ACTUAL meld. = peder amr 

Rese / SIGNAT : MO. 49. Fi [were e & St lansg bb de a smd 
£oze 

a2 Pus: 

ogee Naneityes, Donald E, Piper -S 
£2°°9 Tho. BURIAL, CREMATION, Zo. DATE THEREOF ‘Te. NAME OF CEMETERY OR CREMATORY Md. LOCATION (City, town, or county) (Stote) 

SD. id pecil 

a! 82 B : 5/1841957_| Mt. Pleasant CemeteryjTaneytown, Carroll Co. Md 

= NATURE ADDRESS do. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 
' a 

Yaw dV Emmitsbur oate NAY 2 0 '57 Ce f 


(Cw 
ee 


ae 


Pages 1 ond 2 


th. 


MARYLAND STATE DEPARTMENT OF HEALTH--BALTIMORE, 18 0) 5 0 3 0 
5a CERTIFICATE OF DEATH WETS 
1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased Wed. i carmen Residence before admistion) 
Carroll ee aryiand Montgomery 
b. city Moonee we a er limits, write . CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Sy Heel} lle taes el2days Gaithersburg, RFD #3 v 
& OR INSTITUTION A (If not in hospital, give street address) d, STREET ADDRESS: e Peis 
Springfield State Hospital 15 x ves 1 Nog] 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 
(Type or peint) Laura Mae Ricketts AN GELL DEATH May 14 19 57 


9. AGE lise IE UNDER 1 YEAR| 1f UNDER 24 HRS. 


bo een Min. 
en 


$. SEX 6. COLOR OR RACE |7. MARRIED PQ NEVER MARRIED [_] 
Female White |wirowe _ovorceo 1] 


8. DATE OF BIRTH 9 
Feb, 22, gaa 


Then please remove carbon popers. 


ched for use os the burial-transit permit. 
uriol, cremation, or remavol, ond in ony event within 72 hours ofter di 


moy be retoined by the hospitol or attending physicion. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ond completely filled in by #! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The tow requires tha! the death certificate be executed within 24 haurs after deoth: Page 4 
page 3 should 


6 


the registrar pri 


A 10a. USUAL OCCUPATION (Give kind of work done} 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE ee or foreign | 3 12. CITIZEN OF WHAT COUNTRY? 
durin, ewte life, even if retired) 
7 Hou e - Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER’S MAIDEN NAME 
EXWGSKXRXGHXE Hanson Ricketts Muxemex Martha Carlisle 


* WAS: yee ae Jabal U.S. balpepeit 2 Weiss 16, SOCIAL SECURITY NO. |17. INFORMANT 
wl Fane SY Bara conto etd F 
No —" - Springfield Hospital Records 


Address 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (€)-] 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART |, DEATH WAS CAUSED BY: Myocardial infarction nutes 
4+a0, / DUE TO 
Conditions, if ony, which ,__Generalized arteriosclerosis Years 
gove rise to immediate 
cote (a}, stating the under. ( OVE i 
lying couse last. ed 


C.B.S. associated with cerebral arteriosclerosis. 


OR CONTRIBUTING C) CAUSE OF DEATH Zapf 
(lf EITHER, NOTIFY MEDICAL EXAMINER) oe 


(Mas 


MEDICAL CERTIFICATION, 


PHYSICIAN'S 


Part Ml. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. BeRPONKCaE 


MED? 


ves] NoDE 


200. ACCIDENT WAS _UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 


Te 
20c, TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) (State) 
Hour a.m. While Not while factory, stree!, office bidg., etc.| y ' 
p.m. 19 Jat work [J at work (J 


21. | certify that | attended the deceased from._Mareh 2, _, OT, ie aie 19.51 thot ( last saw the deceased 


alive on May 14, 1 (oo and that death occurred at. 230A, from the causes and on the date stated above, 
2 ADORESS (Stree!, city or town, slate) DATE SIGNED 


field State Hospital SAYS. 


NAME (Type) dmund Lusthaus, M.D nykesville, Maryland... 
‘Za. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
REMOVAL (Specify) 
B G 6 Darne own Presb Darne own Ma and 
. ‘ ‘24a. REC'D BY REGISTRAR 
vate 7, 


‘Dab. REGISTRAR'S SIGNATURE 
7 , { , 
Vk, sth) 
/ {/ 


y 


MARYLAND STATE DEPARTMENT OF HEALTH~BALTIMORE, 18 = JOQ3T 


43 EW 5 J4QMEDICAL EXAMINER’S CERTIFICATE OF DEATH 
ee 1 Reg. Dist. No. 
£8 KU 1, PLACE OF DEATH |] 2. USUAL RESIDENCE {Where deceased lived. If Imtitution: Residence before edmission) 
OUNTY (t 
25 $ is Anko akaiane ©. STATE Vici. b, COUNTY 
ee 3 b. CITY OR TOWN fi eviside corporate limit, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest lown) 
59 '§ ond gi weyen) : a " 
3* Wr /t + | thet hush MO Yoh uy v 
& d. NAME OF HOS! LOR INSTITUTI not In hospital, give street adders) d. STREET ADDRESS IS ee 
2 +P: ¥. = Lt fod = - = : 
eS DEEL Hee S.0 tome 2.465" Fs; pmoun77A/_ leo oO 
3 5 3. NAME OF First SSeS Middle Lost 4 re Da: Yea! 
Bese DECEASED - ‘ OF Y rig 
Pete ype ererio) DSR DNIS Lb A WY KALE RO WICE Pear Sf ws 7 
= ry 5. SEX 6 COLOR OR RACE |7. MARRIED [} NEVER MARRIED Dd 8. DATE OF BIRTH 9. AGE oe IF UNDER 24 HRS. 
cS NS : ths in. 
B MALE Vb. Te |woowoQ _ oworceoC L¥E2 4 ay Paes re eee | 
= 10a, USUAL OCCUPATION {Give kind of work dene] 10b. KIND OF BUSINESS OR INDUSTRY | 11, PLACE (State or 45 country) 2. CITIZEN OF WHAT COUNTRY? 
“ during most of working life, even if retired) : g 4, 
ie aT 44 Rif LP Ca 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


ee 


ay, 


File 
> 


Item 18. Give Pages 1, 2, and 3 ta the funeral director. 


's Office alang with farm PM3. Page 5 may be retained far yaur files. 


21. L certify that | tack charge of the remains described abave, held an Autapsy [_], inspection Xx. Inquiry [f, and find that 


2 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond €).) ea AL eer WEEN 
5 PART I, DEATH WAS CAUSED BY. 
* (9) 
& , _ IMMEDIATE CAUSE (0) 
= i 
é iK DUE TO 
. = ions, If ony, which (b] 
3 od 2 10 immediote coute 
5 5 (0), stoting the underlying OVE TO 
a couse lost. 7 a (2. 
c oS = 
a 8 3 PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)/19. ieee” 
2 = 
£°R /\s yest] Ne 
z ty © 200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
Bes & | PRIMARY LJ or CONTRIBUTING 
562 & | CAUSE OF DEATH. 
8 3 3 | 0c. TOME OF INJURY Month, Day, Year [20d. INJURY OCCURRED 20s, PLACE OF INJURY (Home, form, 208. (City oF town) (County) (State) 
a oe re Hour a. m. While Not wile peetocpeet a eertee Co ear 
22 3 = p.m. 9 at work [] of work { 
ao 
2 
rd 
5) 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 haurs after death. 
farwarded ta the Chief Medical Examiner’: 


$ death resulj4d fram: Natural causes vy Accident []J, Suicide [], Hamicide [J], Undetermined cause []. 
s 
3 & : DATE SIGNED 
ar ray SIGNATURI Mo, CHIEF MEDICAL EXAMINER [] 
5 a ~ 2 ASSISTANT MEDICAL EXAMINER [_] , /; 
23s 8 Nae Tea fi, ES M” ARS DEPUTY MEDICAL EXAMINER 5 3 S57 
ae © ‘720. BURIAL, CREMATION, . DATE THEREOF Re. E OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote} 
Sears REMOVAL (Speci -. z aie 

= fats wo al hoes Acrtrtts 2D) Bikes AleTi moi & : Z 

Rs 2aa. REC'D BY REGIST 24 REGISTRAR'S SIGNATURE —/ 
VS. AISME(S) () : 7 195 eee: 

SM 9/55 AE Ch dmbbahl NA Ss CW Ado 224 xX N = 


SA AVRINg 


Darsogtl 


nt 


= 


By 
os 
LEE 
Ge 2 
ars 
S 
ie 
28 


If any dela: 
Item 18. Give Pages 1, 2, and 3 fa the funeral 


with farm PM3. Page 5 may be retained for yaur files. 


‘OR; Page 3 should be used as a burial-transit permit. File poges 1 and 2 with the registrar pric! 


in pe 


@ 


ro] 
© 
4 
re) 
” 
3 
= 
3 
S 
4 
rr 
2 
3 
= 
a 
u 
e 
= 
Z 
3 
a) 
2 
5 
5 
= 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours after death. 
cute the certificate, writing the ward ‘pending’ 


TO FUNERAL 
or remaval. 


YS. AISME(5) 
5M 9/55 


ne, 


x 


/ 


(a) 
a: 


C 
Ww 


0 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18.) 5 ( 32 
1g MEDICAL EXAMINER'S CERTIFICATE OF DEATH eee) 2 Pe 


Te CEP eA 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before odmissior 
9. COUN 
CAR Rot panruano || ° STATE a Ab, coun ¢ 
b. — OR TOWN {it ovtiide corporate firvit, write RURAL c wht QF STAY IN 1b x “ WN {I oulfde corporole limits, write RORAL ond give neorest town) 
VY @Hapswes : 
d. NAME QF HOSPITAL OR INSTITUTION Ryo in hospital, give sts 2 address) STREET ADDRESS: @, IS RESIDENCE 
= fe, i ON A FARM? 
‘ Pre yes] No] 
[3 NAMEOF NAME ead Firs Middle 4 DATE Month Dey 


Year 
freer nit CLE S ULe ENE Baar it < DEATH J CS 19 ST 


5. a 6. COLOR OR RACE |7. MARRIED PX NEVER MARRIED [_}| 8. DATE OF BIRTH 9. AGE (in yeor ” |IFUNDER 1YEAR] IF UNDER 24 HRS. 
q 2-199 ia © nig Min, 
WIDOWED [] Divorced [} yrs. 


100, USUAL nd | Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Slote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
duripg most of workingit ‘an if relired) a a 
CAA. Y 


14, MOTHER'S MAIDEN NAME 


Mutton 8, Barvich bis mobett 
16. SOCIAL SECURITY NO. [17. INFORMANT Addrens 
“Ne "2197-05824 Shem E, Barnick. b-- Ricottretian, Me. 


18. CAUSE OF DEATH [Enter only one couse oc for (0), (b), ond (c).] INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: eae da Oee wiLb6iowW 


IMMEDIATE CAUSE (0) 
Conditions, if ony, which 10) PE ees r 


ae 
A260 Kx DUE TO 
gove rise lo immediote cause 


(0), stoting the underlying’ OVE - 


Jot 
13, FATHER'S Ni 


couse lost, ¢ 
3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}|19. WAS AUTOPSY 
ie} a) = PERFORME! 

5 Ye 26.) YES Oo Not 
= 20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Part 1 or Part 11 of item 18.) 

§ | CAUSE OF DEATH. 

G | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, Tar. (City or town) (County) (State) 

3 Hour 9, m. While Not ata foctory, sireet, office bldg., etc.) | 

= p.m. vw ‘ot work [7] ot work : 


21. I certify that | took charge af the remains eer above, held an Autopsy [_], Inspectian RY, Inquiry (xf, and find that 


death resujied from: Natural causes 4 Accident [1], ‘Suicide [J], Hamicide [J], Undetermindd cause (]. 


M.p, CHIEF MEDICAL EXAMINER [J] DATE SIGNED _/- 


ASSISTANT MEDICAL EXAMINER im} 5 
aa all 


"Timi ARS Pl. Derury meicat examine 


To. AL eaTer 72b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. U CATION {City. town, or county) (State) 
M- | —o Rivativetions d 


23, orm DIRECTORS SIGNATURE ADDRESS 7 24a, REC'D 8Y REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


BIT 3 ww og vied + Sor bo CE ae MA 
CNoateed 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Qo000 
: 3: 50 CERTIFICATE OF DEATH hatte 


= 


a 
8 3 1. PLACE OF DEAT 2. USUAL RESIDENCE (Where deceased lived. If institution; Residence before edmission) 
£ ore MARYLAND BecOr ny se 
2 2 Let And ¢ A LIL LEC 
Co b. CITY OR TOWN (IF sui oy limits, write c. CITY OR JOWN a outside orporote limits, write RURAL ond give nearest town) 
52 RUR, nero st 3 
a Coe. Ate La Ly A 
da. Say OF HOSPITAL (If =a in hospital, give street oddress) d. = ADDRESS e. tS RESIDENCE 
4 x OR INSTITUTION ON A FARM? 
ca r YES 
z a. x 
6 3. NAME OF Middle » DATE Month Doy 
= DECEASED , 
3 (Type or print) £D WAR) d WtlSow Beall DEATH WS 
2 6 COLOR OR RACE 7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH tae 4 R[IF UNDER 24 HRS. 
Mi 
Ceiwoonsp own |Z - 20 -/, sf fe || 
3 2. USUAL OCCUPATION (Give Kind of work done] 10b. KIND OF BUSINESS OR — 11, BIRTHPLACE ee or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during mit off 


orking life, jt if retired) 


26 Aa WEA ZS-4, 


14. MOTHER'S MAIDEN NAME 


‘2do. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 


on 2-S7 Oe a, 


a 
> 
3a 


te 


S 
Pi 
oD 
o 
ta 
€ 
8 
7. 
s 
3. 
aie. 
5 r-} 
8 
Be 
a 3 
cE 
a. 
ee. 
> ae 
2 3 
=o setias 
a 
6 eke 
: : ; | ete eg Lema 
2 286 LE 
8 ¥er Oba At ET ar tx LA 
= 293 Tf, WAS DECEASEDEVER ID7U. & ARMED FORCES? lie. S SECURITY NO. |17. INFORMANT ‘Addrest 
Fs . 
+ a E * {Yes, no, oF ur 557) . Give wor or dates of W/L a ‘A ZZ J 
§ offs (OSE): Lt (AJ = LL4¢ 
ae Kid Lied ALLA < é1 ZA a 
“yey its mio es OF OGATH [Enter only one couse per ee for < (6), ond (a) Via INTERVAL BETWEEN 
Hi 
3 20% PART I. DEATH WAS CAUSED BY: RDine } ext # Je /: s SeSee eared 
go Bee oe IMMEDIATE CAUSE (0 IDE fy res FL e ro Se (er StS 
5. eee a Hi DUE To a 19 So” 
> 
= S2> Commtiensi tio nvenwenicl i AkCinenred 
3 3 Be gave rise to immediote pane 
= 23. ” p i 
Se ioe cotse (0), stoting the under: 4 : Ps 
PeteP lying couse lost. (2 CEre bra rom Bess 
2285 = ra Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
2 RD so = nS 
£as ) , 
engeS s| 450 yes[] Not] 
= i -_ 
Fotas © 1200. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 16.) 
2S e5 B | tei etee Monsey absent EeUTRast 
qe 2 £ ° u 
Zeiss & |206 TIME OF INJURY Month, Dey. Year [0d. INJURY OCCURRED ]20e. PLACE OF INIURY (Home, form, |20F (City or town) (County) (State) 
S58 es 3 Hour "6m While ee zien foctory, streel, office bidg., etc.) 
Esir5 = p.m. jot work [J of work H 
ea, os 7 
zee Rs 21. I certify that | attended the deceased ea aes ikem 7 Nem anannes 19.5-Z,that | last saw the deceased 
oe = $5 alive on__! mcg and that death occurred at (224 PM, from the causes and on the date stated above. 
E = Ox ADDRESS (Street, city oF town, Doct DATE SIGNED 
< 56 & ACTUAL 
&¥ 2 } SIGNATURI ee ea ey a ahi 
£oRUa ¢ ; 
2853 PHYSICIAN'S 7 “ 
23238 Rint LOIVWATL -§, PKL EA 2 cae Le. Pes 
& 3 3 2% Zo. BURIAL, CREMATION, | 220, DATE THEREOF Zac. NAME OF CEMETERY O8 GREMMFORY Td. LOCATION (Git, town, or county) (Stote) 
£ a . va) Sfp 
aa ge keg Ki CCOn Lec 
ee F 
y: 
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sy 


S7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 5 0 g 
: 5O51 CERTIFICATE OF DEATH 


= 


Reg. Dist. No. 


ss 
3 > M , if wane 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
iM i Le Cu 4 b. INTY 
$8 - Carroll MARYLAND Maryland <o3 =, 
3 ‘ b. CITY OR TOWN (If outside corporote timils, write |. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give neores! town) 
52 RURAL ond give neorest town) Z ai: on q 
é Syke sville l_mo, 23 dys Baltimore 11 3V0Ol- + 
d. NAME OF HOSPITAL (If nat in hospital, give street oddress} d. STREET ADDRESS @. 1S RESIDENCE 
ie OR INSTITUTION a i * ON A FARM? 
ih Springfield State Hospita 808 Powers Street yes []_No 6g 
2 
5 3. NAME OF Fi Middl 4. DATE 
5 ee inst oe iddle lost DA Meath Oay Yeor 
3 (Type or print) Luc: Virginia New _ BENTON DEATH Ma: 20 1957 
oO 
Ss 6. 
& 


5. SEX COLOR OR RACE |7. sarRieD [-] NEVER MARRIED [-) |B. DATE OF BIRTH 9. St lee [IF UNDER ? YEARIIF UNDER 24 HRS. 
Jost biethday| as one 
F W wivowenfg _ivorceoO} | July 1, 1883 aoa CQESE in 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife - Virginia USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Walter New Judith Currell 
15, WAS DECEASED EVER IN U. 5. ARMED FORCES? ‘ei SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
es, 10, oF unknowe Ot yes, give wor or date of verice) | 3) Bea) 5ue'7Q 75D) 4 
No - = Springfield Hospital Records 
0, 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] NTE at Per cel 
Pant | DeaTH Was cauEEDT., Coronary occlusion Tnastant 


Then pleose remove carbon papers. 


‘burial, erematian, ar remaval, and in any event within 72 hours after death. 


4 . DUE To 
Conditions, if any, which e ertensive cardiovascular disease 
gove rise to immediote 
cotse (0), stoting the under- 
lying couse lost. (c). 


cate has been signed by the attending physician and campletely filled in by 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 


F: 
& 
ak 
o a 
BES z Past il, OTHER SIGMIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PARI J(ol/19. WAS AUTOPSY 
Ras /) =| Chronic brain synarone as fore fed W cerebral arterioscierosis, with PERFORMED? 
AS 3 C 3 peychoti a on a iL yes 3}. No 
oie, = 200. ACCIDENT WAS UNDERLYING (1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port W1 of item 1B.) 
: & | OR CONTRIBUTING C) CAUSE OF DEATH 
eos © |(iF ETHER, NOTIFY MEDICAL EXAMINER) 
ts 3 |20e. TIME OF INJURY Month, Day, Yeor [20d, INJURY OCCURRED  [20e. PLACE OF INJURY IHome, farm, 1201. (City oF town) (Covaty) (tate) 
peak a Hour 0. m. While Not while factory, street, office bldg.. etc.) | 
Brains = p.m. 19 Jot work [1] ot work [) H 
=P ee 
ss. 21. | certify that 1 attended the deceased fram__Mareb 2Zs_, 199°7., to_..-Hay 205__., 19.-27,that | lost saw the deceased 
+ . 
7 $ olive on_______J May 20, ___,19__27__, ond that death accurred at.110_EM, from the causes and an the date stated above. 
=o ADDRESS (Sireel, city or lown, state) 
1. o....... Springfield State 
faze 
$323 Oe 
e<is ype! 
ens 
3909 2d. LOCATION (City. town, or county) (Stote) 
pees East North Avenue ,Balto:Md. 
2 2éa. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
4 ya) 
4 , - fo 4 i 
aos BO 5749/5 ; OKs [LA f 


7 7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 a 03 4 


; 5052 CERTIFICATE OF DEATH nes. ois. No LL __ 


Conditions. if any, which (b) 


t 
gove rise to immediowe {1 


fa 
a -] 1. PLACE OF DEATH, 2, USUAL RESIDENCE (Where deceased lived. IF institution: Residence before odmission) 
go cou ee 9. STAI b. COUNTY 
£3 oer Ve 98 MARYLAND of 7 Mo Say ee 
ra B, CIN, OR TOWN (If ounide corporote iis, wite Te: LENGTH OF STAY INTE || c. CITY OR TOWN [IF ounide corporoe iis, write RURAL ond dive nearest Towa 
ar ( 
o ap a Poy rep tn y M be € 
& (A Qo af Sel ver Spvi ats é 
da. Deen oo (If not in hospitol, give street oddress} Fy da. Bae Ct 2 7. e. oy 

aoe fs Yiu oa State Hotpiball\4bad Colevitte ke 3 ves L] No Bd 
es re 
£6 . NAME First Mid 4. DATE Month Doy Yeor 
2H DECEASED OF 
23 * REA Seve a & mvy | DEATH f. Ka 19. S 
a 

3 x é ie OR oe 7. MARRIED [-] NEVER MARRIED “ hg OF rp fig year" [IEUNDER 1 VEAR]IF UNDER 2a His. 
$e a Z neo] o lt vl loy) [Months] Doys Min. 
3, temadle Le wioowen J Divorcep [] 4)- yn. 
33 
ae Toa. USUAL OCCUPATION = kind of work done] 106. KIND (OF BUSINESS OR INDUSTRY |1]. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
$8 Cig ina ment ot wortog Hi, vey stad) 1 t C 5 
eae Gover aw. WO é Rt or 4 avoliha rte 
4 : 
53 | 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
« 
58 turKnewy weukuonwy 
Zo 
$6 Tg, WAS DECEASED EVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. [17, INFORMANT ‘Addrens 
aE [¥et, no, oF unknown) UE yor, give wor or dates of vervice ¢ ‘ ‘ 

: 

oe | toy SNE: rth veld State Hewprvtad 
28 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (€)-] : INTERVAL RETWEEN 
2a PART I. DEATH WAS CAUSED BY: G Z ' 
og IMMEDIATE CAUSE fo perv Eensive earvtic vatenlay diseasd Yee Yo 
caies Lf Lp 4 4 DUE TO 
x 
Ee} 
3 
2 
Qo 


couse (0), stoting the under- 


lying couse lost. 


burial, cremation, ar remaval, and in any event within 72 hours ofter death. 


i 
a. 
z z 
5 WoT GIYIFIEAN IONS CONJRIBUTING.TO DEATH sT RELATED TO JHE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)| 19. Was AuTorsY 
= 8 \c3 Seta" LEON PE ee eee ae, 7 Merb Ranh eee aon £4 ON" peRonmeo? 
3 AIS eb by th te copewsye eo No 
3 = 200. reer Te UNDERLYING a 20. = eg HOW INJURY OCCURRED, {Enter noturs y in Port | or Port Il oF item 18.) 

Be | OR CONTRIBUTING LJ CAUSE OF DEATH 
2 © [CF EITHER, NOTIFY MEDICAL EXAMINER) 34 ae 
3 & [20c. TIME OF INJURY Month, ort Year | 20d. INIURY OCCURRED =| 20e. ace OF INJURY (Home, farm, {20h {City or town) « (County) (Stote) 
= f-] Hour 0. n, While Not ie foctory, reel ose office_bidg., etc.) _— 
i z m. lot work (C] ot work H é 
= 2 P. 
J 
= 21. | certify thot 4 ors the deceased from. ay arr; oe 2S. Ae e 5, See , 19.4_ phat | lost sow the deceased 
3 
3 pe MS a WO iJ, and that death occurred oe i from the causes and on the date stated above. 


rivstctan's (7 9) / Varied Sb-ceu bu, HME. Sf LLL G tb, Hah beers fe, 
aaa ATION, | 220. DATE THEREOF >| 2c. NAME OF CEMETERY © ‘OF a ERY OR CREMATOR —T73 LOCATION (i ity, town, of cobnty) mee ith 
ae Af2t ny CEDAR fue 1tTLywd mt 
3. Fi = eran SIGi 24a. REC'D BY REGISTRAR “se > $ Pig” lee 
We! A Own € funy aed, ( lon S/S 7 | Gece “a 


may be retained by the hospital ar attending physicion. 


TO FUNERAL DIRECTOR: After this certi 


page 3 shauid by 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 haurs after death. Pag! 
the registror pri 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 Fy 0) 3 6 
54] CERTIFICATE OF DEATH 


)? 4! a 
pe / DUE TO \ (\ ’ A i =| 
Conditions, if ony, which ‘ tr5 YN 
gave rise to immediate q 
catse (a), stoting the ynder- ( OVE TO j 


fying couse Jost. 


mi Rey. Dist. No. , 
3 = ws i: PLAGE OF DEATH as USUAL RESIDENCE (Whore deceased lived. if institution: Residence before admission) 

4 iB baie b. COUNTY 
32 Carroll TNS Maryland Carroll 

b. CITY OR TOWN {If outside corporate limits, write [ ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside carporate limits, write RURAL ond give nearest town) 
RURAL and give nearest town) 
@ eetminster 34 years Westminster 
ee a. Srtherhao {if not in hospital, give street address) d. STREET ADDRESS cas RESIDENCE 
= > ‘AS 
Ss 1) 53 Pennsylvania Ave. 53 Pennsylvania Ave. ves] NO 
SS 
age 3. ee ee First Middle Lost 4 Souls Month Doy Year 
25 (Type ar print) Laura Jane Brown DEATH 12 19 57 
=e 5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED {ea B. OATE OF BIRTH Te = [iF UNDER 1 YEAR| V YEAR| 1F UNDER 24 HRS. 
Is 

a. Female White lwoowepy  oworeol) Sept. 8, 1860 06. fee aS a ee 
es 

g ba 100. Pre peceu eed Gis kind er Sail 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

€ 1] doting most of working lifg. even i reli 

zee / ouse wife Own home Carroll County, Md. USA 

= 8 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
gees Daniel Reese Margaret Warehime 
S Fy 1S. WAS DECEASEDEVER IN U. S. ARMED. renee 16. SOCIAL SECURITY NO. }17. INFORMANT Address 

a 5 Tes, 00, oF unknown) (UE yes, give wor or dates of service) 

Pe no « se # » «~ + » «| Noah L. Schmeffer Westminster, Md. 
4 5 ) 18, CAUSE OF DEATH os only one cause per line for (9), (b), and (c)-] \ \ De TERVAL ETE 
2a PART I. DEATH WAS CAUSED BY: 

Soe TMMEOISTE CaUSt (cL NA Aa A, A OQ LALAAL oD tps hx 2 
ge 
a 
3 

4 
& 

. 

: 
3 
$s 

4 
8 


iol, cremation, or removol, and in any event withi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 haurs ofter deoth. Page 4% 


& 

bag 

5 cae 

a 5 3 Past Ul, OTHER SIGNIFICANT eS col ao BUTING T® DEATH BUT on ay TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) | 17. Rew? ie 
net & 

£33 3 (ABN RAK AL/W/ 4 sD) No be 
HA = [200. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture tore of Tl TajuryiaiPorsl ahParl ~ om ) 

y 5 Or Ree Maser Rt 
522 8 
53 & |? TIME OF INJURY Month, Boy. Year [20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 

3g 8 Hour o. m. While Nat'while factory, street, office bldg., etc.) | 

si? 2 p.m. 19 fat work [J] ot work H 

= 90 ' 

pee 21. | certify that | attended the deceased from, 3 AAH We h to. He ipo | last saw the deceased 
+2 alive o a ‘ that doth occurred -M, fram the causes dnd an the date stated abave. 
= DRESS (Street, city or tawn, state) 5 DATE SIGNED 
as eabe AL 3 
Zese / SIGNATU A ee 24 4 3 
c ana 

1} 25 PHYSICIAN'S 

sz lame(tyee!__Ee Reese Wilkens M.D. __15. Kemper Ave. Westminster, Md.7 
23 i > Ze. BURIAL, CREMATION, Bib, DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 

DD ey if 

ze 22 urial 14. Leisters Cemeter nr. Westminster, Md. 

= 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

¥5A15 (9) John R. Byers Westminster, Maryland jom 5- 


awit 


ish 


TW IN 


-MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05037 
» 


" p53 CERTIFICATE OF DEATH 


od 


a A Reg. Dist. No. g 
ey 3 = 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If istitution, Rexidence before odmision) 
ve <2 9 b. COUN’ 
ae MARYLAND 
= 38 MARYANN Db Ale kak 
er, bey OR TOWN (If outside corporote limits, write |e. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (lf outside corporate limits, write RURAL ond give nearest lown) 
$ sa \ NTE ond give neorest town) , 
$3 ) x BV Ud DSO fv 
2 x, da. NI. OF Rone {If not in hospital, give — address} d. STREET ADDRESS: e. 1S RESIDENCE 
o = ea OR ANSTITUTION M / ON A NOE 
ees A k4- Z yes (] No 
Ss, ooo }__fVL ASN N = 
Qo ec 
2 £6 3. NAME OF First Middl 4. DATE 
S Be DECEASED, , s irst J be iddle oe Of ny Month Doy Year a 
~ 2. ype or print] ah = i? \) (= DEAI 4j ae 19 
peat A NLA My 2 Z 
Boek 5. SEX 6. COLOR OR RACE |7. MARRIED JEPREVER MARRIED [7] |B. DATE OF BIRTH 9. AGE (Id? years [IF UNDER 1 YEAR]IF UNDER 24 HRS. 
= ge ae lost ¥) [Months] Days | Hours] Min. 
esi FSU ALE wibowen (J pivorceD (7) KA 4 - LEG yrs. 
3 4 ae Wo. USUAL ‘OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stole or foreign country) 12. CITIZEL 1T COUNTRY? 
g 88s during most of working life. even if retired) 
¢ @ev VE M Ale. LAN 
3 ws 3 5 Pa 13. FATHER'S, NAME 14, MOTHER'S MAIDEN NAME 
Fas 
2 S86 5 e = 
§ Le AM U ABB MAeXGARET HtALINES 
= Fo 1$. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17, INFORMANT ‘Adgiress 
5 age Tres. 10. of unihown] (yes, give war or dates of service) A o z M Vy 
& ets\—-4, A | Wo NE IMERLE = Ne ND SOR p 
« £2 & ae # aL 
or etece 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c).] z INTERVAL BETWEEN 
38 2a ONSET AJ EATH 
a F PART |. DEATH WAS CAUSED BY: 
2 ose IMMEDIATE CAUSE (0! / 
= ££6 4 ‘ 
=” ena DUE TO 
Sy ase 
= S22 Conditions, if any, which (bo) otek 
¢ BE gove tise to immediate 
5 8s cotse (a), stating the under. (| DUE TO 
Tete lyi - aa 
Fema ying cause lost. to 
Soe es i 
Sib. ‘3 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
BSSE5 2 , 3 aa se 
Eya8 y 
eagoa als oh yes [] No 
3 re g 
Fotss = [200. ACCIDENT Was S UNDERLYING C]_[20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury n Part Yor Part Wf item 1B.) 
Sty. © | OR CONTRIBUTING D) CAUSE OF DEATH 
aeezs G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Ssrses & [20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20F, (City or town) (County) (Stote) 
Sotes Fal Hour a. m. While Not sti foctory, street, office bidg., Sey 1 
EsErt = pm. jot werk [-] of work 
OF. SS ' 
Zsze> 4 21. | certify “A attended the deceased from_______. et, \ i toe Pe ., 199 7 that I last saw the deceased 
S235 
BS eee alive on___. 2B or be she oo il, and that death occurred at ZO. fron 2 from the causes ‘and on the date stated above. 
nad & f "ADDRESS (Sieee, city of lawn, stote} DATE SIGNED 
456 9 ACTUAL % Q O 
ep so { SIGNATURE___—-7 er EY) : 
O8Bxze ! QD y, 
2g See 
ee: IME S 
bedes fama | als Jo 
Se eons 
S 2 
gs 3 4 : Ro. cae CREMATION, 2b. D, TE THEREOF THEREOF "We AME OF CEMETERY = pri OLATION (City, town, or gounfy) (Stot 1/4 
ESP Se LB Wie ae D 
0 Foo 
er ye if “BY mane = ais souais 
VS AIS (4) i HL {lv 19 by ei 4 
ener SAO RILT Le FA ow’! Lecedy WZ AY anc? Listed iced, 


3A nvaund 


03 =. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0503 8 


S595, CERTIFICATE OF DEATH ea 
1, PLACE OF DEATH 2 La oe RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
OUNT’ STATE 


ES Carroll Maryland °°Sarroll 


b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib €. CITY OR TOWN (if outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) - 


Winfield 4 - Winfield 
da. See eral {If not in hospitol, give street oddress) d. STREET ADDRESS e. Peer) 
R.D. 6 Westminster Rural-~-Westminster ves [] No 


3. NAME OF First Middle Lost 4. DATE 
DECEASED 


Urype oF prin GERTRUDE P. COVER am MAY 

S. SEX 6. COLOR OR RACE |7. maRRico FR] NEVER MARRIED [7] | & DATE OF BIRTH 9. AGE (In years 
3) eae 

female white |woowe —oworceo] | Auge 6, 1879 77 


100, USUAL OCCUPATION (Give kind of work done! 0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
housewife Maryland U.S. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


t \ James Peddicord Ella Musgrove 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. 117. INFORMANT Address 
oy | ffes. 20, oF unknosen) (IF yes, give wor or dates of service) 
a) no oooe- Ernest T. Cover Same 


18. CAUSE OF DEATH [Enter only one couse per tine for (0), (b}. ond (c}-] UNTERVAL BETWEEN 
iB 
PART | EAT MEDIATE CAUSE fo) Cerebral Hemorrhage days 


iy. ie : DUE TO 
Conditions, if ony, which é arteriosclerotic cardiovascular disease 15-20 yrs 


gove cise to immediote 
cot'se (0), stoting the under. ( OVE TO 


tying couse fost. ta senile changes 


Past tl. OTHER esa CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART “re fee AUTOPSY 


RFORMED? 

/ yes [] NO i] 
200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port I or Port Il of item 18.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 

———— 
20c. TIME OF INJURY Month, Day, Year }20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, { 20f. (City or town) (County) (Stote) 
Hour a.m. While Not while foctory, sireet, office bidg., ve i 
p.m. fot work (FJ of work 


21. | certify that | attended the deceased fram,__...1935_______, 19___, to._30_May___..., 1. 57.,that I last saw the deceased 
alive on_30._May. oo Weer vinwes, and that death occurred at hsQ0A_m, fram the causes and an the date stated abave. 
ADDRESS (Sireet, city or town, stote) DATE SIGNED 

mo. hb herty Road at. ee OTB 

5/30/57 


with 


=) 


be fil 


hegfuneral director, 


© 


Pages 1 and 23 


death. 


rs a 


Then please remave_carban papers. 


rial, cremation, ot remaval, and in any event within 72 hy 
MEDICAL CERTIFICATION 


hed for use as the burial-transit permit. 


e 


the registrar pri 


a te _ - Lawson, Jr. Sykesville P.0., Marylan 


‘Tic. NAME OF CEMETERY GOMGRERESRSIA. 72d. LOCATION (City, town, or county) 
it ae Howard Co 
23. FUNERAL DIRECTOR'S SIGNATURE ‘ i Qa. REC'D BY REGISTRAR | 24b. REGISTRARIS SIGNATURE 
Pee acim wintield™ Risin an iced 2 4 DA, 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 5 . 
Ober CERTIFICATE OF DEATH te yy 


ss ee 
3 'G j ii. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Revidence before odmission) 
$8 : Carroll maryiano |} ° Maryland bICOUNTY “ Badt@ sca ey, 
o 8 b. US OR TOWN (If outside a Site limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give neorest tawn) 
‘= 
¢ *SyReSV ITT eo" + 7mos.12days Baltimore 
& |. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS. e. tS RESIDENCE 
* oR INSTITUTION, ON A FARM? 
/ 5 ‘ingfield State Ho 1719 N. Montford Ave. ves (] No 
3. NAME OF First Middle * bost 4 ibd ua Doy Year 
DECEASED 
freee Sophie Vock DUERR Beata vant 19 57 


5. SEX 6. COLOR OR RACE |7. maRRieD [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE sas FO Fon] Gall 24 HRS. 
irthday 
Female White wioowen BJ —olvorceof] | January 12, 1876 Lip ees pir 


a land 25 


100. USUAL OCCUPATION [Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (State ar fareign country) ise eens Pal ‘WHAT COUNTRY? 
ugg r tof tng life ever i€ retired) 
ee etired cook ae Germany Naturalized-USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John Vock Elizabeth Waber 


4 WAS ee INU. Ss, bhi US Forces 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
Miliccaeeccmbuny eee wee ernest oes ss he, cae 
O|__No - Ye Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter only ane couse per line far (a), (b), and (c)-] 


ee a ena Cerebral hemorrha 


DUE TO 


INTERVAL BETWEEN 


oats 


Then please remave carbon po; 


conhic cnstll anpanien Hypertension 


gove rise ta immediate 
ca%se (0), stoting the under- 
lying couse lost. ) 


6 (tam NW. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING = DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Iia)| 19. MERcouMaee 
sease with psychotic reaction, ves [) No fi 


P e—-O 
20a. ACCIDENT WAS NDERLYING ja] . DE: airs HOW INJURY OCCURRED. (Enter nature of injury in Port I or Part II of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY {Home, form, ; 20f. (City or town} (County) {Stote) 
Hour 0. m, While Not tie foctory, street, office bldg., etc. 4 
pm. jot wark [_] at work 


21. | certify that | attended the deceased se ae 1955, to a BUGS tot 1% ST that | last saw the deceased 


jal, cremotian, ar remaval, and in any event within 72 haurs after dey 
MEDICAL CERTIFICATION 


ched far use os the burial-transit permit. 


alive an. May 16, Sect te ee, = 1, ond that death occurred atlO: OA m, fram the causes and an the date stated abave. 

> : ADDRESS (Street, city or lawn, state) DATE SIGNED 

® | [iBtttn 2A cian Lathan uy Soxingtiold state Homottal 5/26/57 
Name tives) _=dmund Lusthaus, M.D. Sykesville, Maryland. 


‘22a. BURIAL, CREMATION, | 22b. Dy THEREOF Rc. NAME OF RV O} Fad. LOCAHON (Gi Me 
8 TG sae Qc. By, ye a own ‘or caunty) {State} 
() |\=Zd if |B <2 LPOLLLECEL, 7 - 


Fee re eel se neTyS Ah aa, REC'D 8} pe, 2b, REGISTRAR" ig ee" 
vsaisay | All i; Fu p 7 WEL. 
ws (7 tht [S801 [FS wp [RAGA LAA EN- PCD, \ one - Yi DATE a 


may be retained by the haspital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by th: 


the registrar pri 


TO HOSPITAL OR ATTENDING PHYSICIAN: Tie tow requires that the death certificate be executed within 24 haurs offer death: Page 4 
page 3 shauld 


neral director, 
be filed with 


Pages 1 and 2 + 
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The law requires that the death certificate be executed within 24 haurs after death. Page 4 
Then 


‘ar attending physician. 


ed far use as the burial-transit permit. 
rial, crematian, ar remaval, and in any event within 72 haurs after death. 


& 


may be retained by the hospi! 


= 
> 
a 
£ 
2 
2 
> 
s 
2 
a 
€ 
° 
8 
2 
2 
3 
Pa 
He 
3 
ry 
ES 
2 
a 
2 
£ 
3 
2 
$s 
° 
° 
cS 
< 
2 
e 
a 
a 
© 
$ 
H 
a 
3 
2 
2 
° 
a 
s 
$ 
3 
= 
< 
o 
3 
a 
= 
a 
“4 
<q 
= 
& 
Z 
= 
2 
° 
4 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


Zone. 
pa 
=a 
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os 
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VS Al5 (4) 
Yeu 9/35) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


5°42 CERTIFICATE OF DEATH chi , 


Reg. Dist. No. 
Mi 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission} 
‘0. COUNTY Carroll MS a. STATE Maryland b. COUNTY Carroll 
b. pS suc) it ouside corporote timits, write | ¢. LENGTH OF STAY IN Ib a <, eu OR TOWN (If outside corporote limits, write RURAL ond give nearest tawn) 
Westminster 3 weeks A | Westminster 
|. NAME OF HOSPITAL {tf nat in hospitol. give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
mm} % mIT™T4 Liberty St. 49 Liberty St. YET) Nok] 
3. Nets or First J Middle low 4. ee Month Day Yeor 
{Type ar print} Henry Nicholas Eckstine DEATH May 13 1957 


5. SEX 6. COLOR OR RACE | 7. MARRIED BJ NEVER MARRIED [] B. DATE OF BIRTH 9s oy {In thea LF UNDER § YEAR! IF UNDER 24 HRS. 
los jay} 
Male | White |woowe( _ovorcoo March 25, 1879 | 7B) [Mom] Pom | Hew [ Mn 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY I BIRTHPLACE (Stote or foreign cauntry) 42. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
/ te Carpenter Bldg. Cons. Baltimore, Maryland USA 
19. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Eckstine Anna Briers 


4 Mattie Ta Gorce ee Serer 16. SOCIAL SECURITY NO, | 17. INFORMANT Address 
no ~s 216#05+9330 Mrs. Fannie C. Eckstine Westminster,Mdse 


1B, CAUSE OF DEATH [Enter only one couse peryine far (a},Mby | INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: en deed NSET AND DEA 
IMMEDIATE CAUSE (0) 


LY LK DUE TO 
Conditions, if ony, which re 
gave rise to immediate 
cotse (0), stoting the under ( OUETO 
lying couse lost. ey 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l{o}| 19. PhD rh SAM 
t OQ yes] nol 


20a, ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t ar Part Il of item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Hame, farm, ¢ 20. (City o town) {County) (State) 
Hour 0. m. While Not sie factory, street, affice bldg., etc.) | 
p.m. lat work [[] at work ‘ 
/ 3 ~$ 


that | attended the deceased fram. 
s. 


MEDICAL CERTIFICATION 


an the date stated above. 
DATE SIGNED 
J 


Uh cnainascte bil aly 


NAME (ives) icher M.D. 135 E. Main St. Westminster, Md. 
7a. BURIAL, CREMATION. | 2b. DATE THEREOF Ze, NAME OF CEMETERY ORCREMATORY [2d. LOCATION (City, tawn, or county) (Stote) 
Buta” | 5615857 Druid Ridge Fikesville, Maryland 
Pa ROMEES ECTORs SONATE. ‘ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
} . 


AdAA 


ei John R. Byers Westminster, Maryland pate / Y- “ : 4 


=i 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 5 0 4 
- 5056 CERTIFICATE OF DEATH ey ay) 


=. dé 


3° 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmission) 
£3 SHS URN MARYLAND pee b. COUNTY 
we 4 OL Mary | an 
Be b. CITY OR TOWN [If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
50 RURAL ond give neared! town) ; 
R days ba more s = 
x d. NAME OF HOSPITAL {If nat fh d. STREET ADDRESS e. 1S RESIDENCE 
= OR INSTITUTION ‘ON A FARM? 
Fe /4 1S: g 6 Greenmount Ave wes) NOtg 
2 i 
£65 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
3 (Type or print) Edith Estella Ford DEATH 5 9 1957 
ty 9. me (In years [IF UNDER 1 YEAR] IF UNDER 24 Hs 


9n1-1910 ye hs agi” i 


10a. aSOA OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign as 12. CITIZEN OF WHAT COUNTRY? 


= during most of working life, even if retired) 
8 / none 
s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 Anthony Ford Elizabeth FlorafidKreafle) 
TI 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
(Yes, no. oF unknown) {IF yes, give wor or dates of service) 
é no | none Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (c).] 


PARTI, aT SERS to Chronic rheumatic heart disease 


INTERVAL BETWEEN 
ONSET AND DEATH 


Years 


Then please remave carban popers. 


igned by the attending physician and campletely fill 


i 
ln A 
£ 
= 
= 
= 
$ RLS DUE TO 
= Canditians, if any, which 
ES gaye rise to immediate eae 
gc cotse (0), stating the under. ( OUE TO 
=? lying couse tort. te 
i 4 
3 5 Py 3 2K “TP a | I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}} 19. A ea 
ots = in Sa 
ges |%|ChYotitc brain syndrome associated with mental deficiency with psychotic | vs ft Noo 
ee = 200. ACCIDENT WA‘ 20b. DESCRIBE Hi IN. or IRRED. ih f inj jin Port I Part Il of item 18. 
eas Elaes GCIDENT WAS UNDERLYING F) st OW INJURY OCCURRED. (Enter nature of injury in Port I or Por! Nof item 18.) raegetion 
B25 & | fie Eitvsn, NOTIFY MEDICAL EXAMINER) 
Eas & |20c. TIME OF INJURY Month, ae Yeor [20d INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
29% 5 At ce Nei Se ey focoty, seat, cfce bigs. | 
ame = p.m. lot work (} of work 
Too 
eae 21. | certify that | attended the deceased oe 19_57, to 5m _-. 12.57Z,that | last saw the deceased 
BB : 
oe 3 alive an_____. Cr an ae and that death occurred ot _&230__M; fram the causes and an the date stated abave, 
6 e ADDRESS (Street, city or town, stote) DATE SIGNED 
4 
S ACTUAL - 
uss / SIGNATUR mo. .2ptiogfield State Hospital _____ 52921957. 
apa rf, 
aes euvsician’s Ilse Kamm, M.D. Sykesville, Maryland 
ase NAME (Type) ———— Se ee ee eee eee 
pay 22s: BURIAL, CREMATION. | 2b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) {Stote) 
e i 
= 22 Binoy srr June 1,1957 |St Johns Luthern Cemetery | 8600 Harford Road,Balto:Co.Md. 
2 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 


24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S. SIGNATURE 
ie <7 A, 
& Ob war ese 


a om ? 7 
ce 


George ¥ 


J Ruth,Inc.-1735 Harford Avenue, Be 


=> 
La 
tics 


3 °A nvaana e 


‘Bano , aR 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificote be executed within 24 hours ofter death. Page 4 


re 
oF 
£3 
== 
gs (M 
re 06 
Soe 
£§ 
s 
a 
o 
2 


Then please remove carbon papers. 


transit permit. 


y) 


Zz 
9 
= 
< 
4 
= 
= 
& 
Vv 
a 
2 
= 


cote has been signed by the attending physician and completely fill 


nding physician. 
hed for use as the buri 


riol, cremotian, or removol, and in ony event within 72 Ve death. 


e 


the registrar pri 
ba 


may be retoined by the hospital or 
TO FUNERAL DIRECTOR: After this cer! 


page 3 should be, 


Vo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
2 during most of working life, even if celired) 
_|Private Chauffeur (rtd)| -- Ireland 


~MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5°57 CERTIFICATE OF DEATH aegiocicree” lei 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If intitution: Residence before odmission) 
—Bal-timore: EE A marviano || % STATE Md. b.cOUNTY  Balebimore 
'b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL ond give neorest town) 
Sykesville xo Sykesville 
d. NAME OF HOSPITAL (If not in hospital. give street address) d. STREET ADDRESS e. tS RESIDENCE 
OR INSTITUTION f . ON A FARM? 
Oakland Mills Rd. Oakland Mills Rd. ves Nod] 
3. NAME OF Fint Middle Lost 4. DATE Month Py Year 
foc ein Michael F. Hilliard Soon May > age 
5. SEX 6. COLOR OR RACE |7. MARRIED EB] NEVER MARRIED [7] | & DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
nale white ‘Tan We: 
wiooweo (J pvorceo]) | Jan 16, 1893 


12. CITIZEN OF WHAT COUNTRY? 


«S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Bernard Hilliard Mary Campell 


bo WAS, lisa bat U. Ss apee. oncet 16. SOCIAL SECURITY NO. | 17. INFORMANT Address ville 
acnasee pureed siete seabainia ass 
es orld No. I Mrs. Hilda Hilliard - Oakland Mills Rd.,Sykes- 


18, CAUSE OF DEATH [Enter only one couse per line for (0). (b). and teh.) INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED By: Para 1 an 
IMMEDIATE CAUSE (o)__“—""* ysis Agit Lad 


x Du TO 


3, if ony, which i 
gove rise to immediote 

cote (a), stating the under. ( OVE TO 
lying couse lost. ey 


Pant il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Na)]19. WAS AUTORSY 
yes] No Gt 
20a. ACCIDENT WAS UNDERLYING CJ | 20b, DESCRIBE HOW INIURY OCCURRED. (Enter nature of injury in Port bor Port ll of item 18) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(VF ETHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) {Stote) 
Hour a. m. aie eile Ie Toekeli ole bite ott 
p.m. jat work [7] of work 


21. | certify that | attended the deceased a oe to3 , 1D that | lost saw the deceased 
alive an_5. May, _ 195) _, and that death accurred td cM, fram the causes and an the date stated abave, 
of 


ADDRESS (Streel, city or town, stote} DATE SIGNED 
SENATUR pig Sc ae Iiherty Read. at Eldersburg ._____. 
a Wn. H. Lawson, Jr., M.D. _..__ Sykesville P.0., Maryland 


‘Wc, NAME OF CEMETERY OR CREMATORY %d. LOCATION (City. town, or county) (State) 
gem 
"Bt Baltimore National Cem Balto,, Md 
ERAL i ke: it ADDRESS ‘2ha, REC'D BY REGISTRAR SIGNATURE 
yu. yo Hyer Y¥ fouw avAY DATE W/E) |_C- Marr 


3A Nvaang 


NV 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = 0 / 9 
> 5043 CERTIFICATE OF DEATH _ Od ; 


taal 


ok Reg. Dist. No. 
2 |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If intittion: Residence before odmission) 
8 °. b. COUNTY 
= MARYLAND 
33 wy) Qed . Lt) Ast ag 1 
x) b. CITY OR TOW TU Ouitide corporote limits, write | ¢. LENGTH OF STAY IN 1b eg a, OR TZWN (If outside corpgrote limits, write RURAL ond give nearest town) 
9 
5 3 ; RURAL ond give neorest town). i & 
a Ke A ay ME af CID 
a d. STREET ADDRES: _ ; e. Feld 3 
=" - "4 
= PaLA 2- Zocor P= : ves [] NO K}— 
5 3 NAME OF First Middle Lost 4. DATE Month Year 
a i 4 
3 pore cuipsiat Z. CL? YA fit LTO, YLtA vo LPH: 4 / - 1. 
5. SEX 6. COLOR OR RACE |7, . DATE OF BIRTH 9. AGE (I ENDER 1 YEAR] IF UNDER 24 HRS. 
2 ct MARRIED KA-RIEVER MARRIED [7] |. O: : Biden ectta| Oa i 
¢ 1 Witte \woowot woe Ose 6 /S6Y | Yy" 
& 100, USUAL ‘OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. DEORE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ic Ip op most of workigg even if retired) ma 
AA dates Lp nad, - ZZ. J- 


epee “_, AIDEN NAME 
ad) kvl FEL 3 cA Zilog ep teF2 


15. Ti (uate R ra, U. S. ARMED ome Ys. SOCIAL SECURITY NO. | 17. INFORMANT Address ra 
n {Yes, no, of unknown) (NF yes, give wor or dates of vervide) > a y 
} ——— Liban shiitisth. Lf fled Utilr EMA dh alr Lig 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] r) INTERVAL BETWEEN. 
PART |. DEATH WAS CAUSED BY: 4 oltre ice ee oN 
ES hee ion Coe rrel ee Rik LAak 


Y 


Then please remave carl 


By | DUE To 


if 5 1 
Conditions, if ony, which ‘ o oO RSL ee SIZE 


: After this certificate has been signed by the attending physician and campletely filled in by 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


G 
§ 
s 
3 
=> 
ES gove rise to immediote 4 
gs cotse (0), stoting the under: ( CUETO ' 9° 
ese lying couse lost. @ Z Le cs 
oe . Pas I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NBT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(}]19. WAS AUTOPSY 
> > S A = 
45) 8 01s 4450.0 Ft ves{] Nof] 
Pues = 20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INIURY OCCURRED. (Enter nature of injury in Port | or Port 11 of item 1B.) 
pat le & | OR CONTRIBUTING LI CAUSE OF DEATH 
eggs © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
Sess & |20c TIME OF INJURY Month, a Yeor | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, | 20F. (Cily or oar (County) (Store) 
5.298 s te ae, SS iiieiiglilhae stile foctory, street, office bldg, 
oak, p.m. jot work [[] ot work 
25 > =a 
es. 21, | certify that | attended the deceased ae ns, WBE We DES LS , 192_Z.that | last saw the deceased 
S235 uke Z 
eg aS alive on___ #24 + a a 128_Z., and théf death occurred ate £2 _M, from the causes and on the date stated above, 
= ° c DDRESS Lense city or town, stote) DATE SIGNED 
26% ACTUAL : 4 oO “i, SSF -S 
yest / SIGNATUR te EA MO. EY IOP Be tee CAN LUG, AE 
£az 
Ba Oe PHYSICIAN'S = VA 
eae Name ttyesd Co. fans (37 |_[NAME (tyre) Co Le (54 Sf 672 Go SSS . 
£209 [Fo. BURIAL, CREMATION, | 22b. DATE THEREOF | 22¢/ NAME OF CEMETERY. OR ie @d. LOCATION (City, town, or county) 
2 S 5 REMOVAt Specify) Z ~ 
Eg ae urcgt. \22e 2 c7 LPT Psaaadd keihiieg, Lakfod Ad LZ: 
- . ADDRESS: 2do. REG/D BY REGISTRAR | 24b. REGISTRARS SIGNATURE z 
5 AIS (4) 2 2 if * 
5M 9755 Ee Lt Lif | One S| 9 - 4st MA 


all 


be filed with 


the _ director, 


Pages | and 2 


Then please remove carbon papers. 


ed far use os the burial-tronsit permit. 
rial, cremotian, or remaval, ond in any event within 72 haurs 


é 


the registrar prig 


may be retained by the hospital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours ofter death: Page 4 
page 3 shauld be 


(» a 
- : Carroll MARYLAND: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05043 


. 5058 CERTIFICATE OF DEATH ee 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


° *™aryland * COOUNVarroll 


c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


Vy2Rural--Sykesville 


b. pe TOWN (lt cue Bee limits, write | ¢. LENGTH OF STAY IN Ib 
ond give rest town) 
Rural= esville Life 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION { ON A FARM? 
Johnsville ves C]_No 


3. NAME OF First Middle last 4. DATE Month Day Yeor 
(Type of print) HARVEY LEWIS HORSEY DEATH Ma: 9 19 57 
5. SEX 6, COLOR OR RACE | 7. 8, DATE OF BIRT 9. AGE (I IF UNDER 1 YEAR| iF UNDER 24 HRS. 
COLOR OR RACE |7. marrieo [1] NEVER MARRIED [-] OF BIRTH 3 ce aus 
male olored _|wiooweo gm oworceo fT} | 9—23-1877 4 ya. oeare erat 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


laborer eeneral Maryland U.S. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Allen Horsey Rachel Evans 
Ke WAS: seh wares U.S. (het ne aged 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
4 | (es, 20, oF unknown) Yet, Give wer or dates of service) ° 7 
no 212-30-285$ Mrs, Edna Ghee, Owings Mills, Md. 
1B, CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c}.] Nee aaah Le ath 
PART DEATH MolATe- cause .___ Hypertensive cardiovascular disease with 
44SX vero §— arteriosclerosis and chronic myocarditis 30 yrs 


couse {0}, stoting the under. 
lying couse lost. (¢ 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(}] 19. Eee uy r 


yes] no (Xt 


Conditions, if any, which (b} 
gove rise to immediote 
bvETO ~~ senile changes 


20a. ACCIDENT WAS_UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Pori | or Port II of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY iHome, farm, ; 20f. (City or town) (County) {Stote) 
Hour a. n. While Not while. foctory, street, office bldg., etc.) | 
p.m. 19 fot work (J ot work [J t 


21. | certify thot | attended the deceased (li Cob) 19..., ta...2 May... 19. 5/7 that | last saw the deceased! 
- 0. 


1257, and that death accurred at. MM, fram the causes and an the date stated abave. 
DORESS (Street, city or town, stote) DATE SIGNED 


MEDICAL CERTIFICATION 


alive an_9_ Ma 


/ | [sete _Z3 : a Liberty Road ot Eldersburg 5.9.57 
NaMetire_Wme H, Lawson, dre, M.D. ‘kosville, Marylend 
Zo, BURIAL, CREMATION, | 226, DATE THEREOF Zac. NAME OF CEMETERY OREEREMRPORY 2d, LOCATION (City, town, or county) Stote) 
-13-1957 | _Johnsville Carroll Cos,Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR db. REGISTRARS SIGNATURE 
2). M. Waltz, | Winfield, Ma, we ce 


Yy 


BA nvauns 


266 ET A 


~ Baza 


; MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05044 
. 5059 CERTIFICATE OF DEATH nes, die. Wo, 77, 


3 / 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
STATE. 
a. b. COUNTY 
2 Maryland Montgomery 
3 ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate timits, write RURAL ond give neares! town) 
1 mo. 23 da Washington Grove 5x J 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 15 RESIDENCE 
OR INSTITUTION ON A FARM? 
ay Springfield State Hospital _ ves (] Not 
5 3. Beoceas First Middle Lost 4 pee Month Doy Year 
$ (Type or print) Dai Florence Howes DEATH May 22 19 57 
Ss 5. SEX $. COLOR OR RACE |7. marniED GJ NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (in yeors [1F UNDER 1 YEAR] IF UNDER 24 HRS. 
i= last birthdoy) [Months] Days an, 
Female White |wwowent}  oworcto | 5-9~76 re. 


u kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working wen if retired) ww 
I Housewife 2 Maryland U.S.A. 


Nea 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
William H. Wachter Cordelia Craver 
1S. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no, of unknown) {tf yes, give wor or dates of service) ‘4 y 


1 No tebe, Hospital records 
18, CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c}-] 


PART |. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (o} 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave corbon popers. 


gned by the attending physician and completely filled in by the funeral directar, 


LAO.) wUETO 4 
Conditions, if any, which ZZ 
Gove rise to immediate 5 
couse fo), stating the ynder- ( DUE TO , W/, A J 
lying couse lost. (2). AOA TAL, BRAILEE Fe BOL 
Parr Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART 1(0)|19. WAS AUTOPSY 


PERFORMED? 


Chronic brain syndrome, assoc. with circulatory disturbance with cerebral y:7j nog 
20a, ACCIDENT WAS UNDERLYING C]__ | fb DESCRIBE HOW MIORY GCE BRRED™ (Emer nate 


OR CONTRIBUTING L] CAUSE OF DEATH 
(iF EITHER, NOTIFY MEDICAL EXAMINER} |. / Sv 


20c. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, form, | 204. (City or town} (County) (Stote) 
Hour o. #1. While Not while foctary, street, office bldg., etc.) | 
Pm. 19 lot work (J ot work [J ‘ 


21. | certify thot | attended the deceased from,___.u=8 .. 987.., to. , 19.5 7.that t last saw the deceased! 
olive on 92220, Lia and that death occurred at...h.32.2M, from the causes and on the date stated above. 


myery 1 Pact | or Part It oF ifem 18.) 


MEDICAL CERTIFICATION 


urial, crematian, or remaval, and in any event within 72 hours ofter death. 


ched for use as the buriol-transit permit. 


@ 


the reglstrar pri 


gs 


PHYSICIAN'S (4 byud _ SeHL Lily bile 


NAME (Type) 704 PELE EA MIAO LAI EEE 


Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Td" LOCATION {City, town, or county) (Grote) 
eal fy) QS () 
Servos. : 2, (Aone, 


4 O 
SUNERAL DIRECTOR'S SIGNATURE) (ADORESS ; /) eer ge) REGISTRARS SIGNATURE 
‘ 7 : 
wai? (hey A onl dal om S/2H/52| 2 Hetty Ls 
x U ’ 


‘i 
(Za 


may be retained by the haspita! ar attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


page 3 should be, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 


3 ‘A fivaund 


ical 66 AWW 


Dargo 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (OU) 
Ns; CERTIFICATE OF DEATH 74 


ont 


ba i” ‘\ 4th Reg. Dist. No. 
SS ( Wl \fi vince or pean 2. USUAL RESIDENCE (Whore deceased lived. If institution: Residence before odmission) / 
fy 2 * @, COUNTY aa a. STATE b. COUNTY Vv 
a arro — Maryland Balto ¥ 
Be b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib <. CITY OR TOWN (if outside corporate limits, write RURAL ond give nearest fawn) 
s RURAL ond give nearest town) _ 
J re 5 3 B m i a | aod 
z d. NAMIE OF HOSP d. STREET ADDRESS e. tS RESIDENCE 
= mm OR INSTITUTION ON A FARM? 
is] 
w9eZ i vesQ] NO 
5 3. NAME OF tos 4. DATE Month Yeor 
i DECEASED “OF mal 
3 (Type or print) R a AF 3 oq DEATH it) 
é 9. AGE (In yeon [IF UNDER 1 YEARIIF UNDER 24 HRS. 


lost bicthdoy) 


Richa me acobs 
5. SEX 6. COLOR OR RACE [7. MARRIED [NEVER MARRIED [7] |B. DATE OF BIRTH 
M widowed [] divorced [] as 10) 86 Ws. ee 
100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
j during most of working life, even if retired) 
. erk elanhnone operator punia b 


n 
g 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

. Scanlon 


a jays) S2CODS MAT Y 


1S. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, (NFORMANT Address 
(Yes. no, oF unknown} Oe premerr dots rere) OE TO BOTA 
no as Hosnita Records 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (] 


AO. DUE TO 


te has been signed by the attending physician and campletely filled in by 


hours offer deoth. 


INTERVAL BETWEEN 
ONSET AND DEATH 


mee 


Then please remave carbon papers. 


Conditions, if any, which b) 

gove rite 10 immediote 

catie (0), stoting the under- ( CUE TO 
lying couse lost. ©) 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}|19. WAS AUTOPSY 


PERFORMED? 
yes) no 
200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Part Il af item 1B.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Natuhile: foctory, street, office bldg., etc.) | 
p.m. 19 fot work [] ot wark [7] H 


21. | certify that | attended the deceased fram... Qetie2Q,__, 19.54, to__May 2, _., 19.5'Z thot | last sow the deceased 
alive on_____May 


The law requires that the death certificote be executed within 24 haurs after death: Page" 


MEDICAL CERTIFICATION 


rial, crematian, ar remaval, and in any event withi 


iched for use as the burial-transit permit. 


may be retained by the haspital or attending physician. 


~< TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR: After this certifi 


DATE SIGNED 
ay . ans, SADT, 
Re / 

25 PHYSICIAN'S 
£2 NAME (Type) Zdmund BD. Tusthaue Pgoekeerie- Ma Sed — - 
ae 220. BURIAL, CREMATION, | 22b. OATE THEREOF ic. NAME OF CEMETERY OR CREMATORY ‘ad. LOCATION (City, tawn, ere virw 
gs Rte | 5-75 Church of the Brethre angersviilé Virgs 
* 73, FUNERAL DIRECTOR'S SIGNATURE ADORESS 2éo. REC'D BY REGISTRAR Qab. RSS SIGNATURE 
Rian John C, Miller Inc,-243 Oliver st. Mie ¢ 195 C.Meny Gs 


¥°A avaung 


St ASG hy 


OV arsa sel | 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05046 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH bd 


. 
pe & , Reg. Dist. No, // 
23 2 1, PLAGE OF DEATH ewe 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before odmission) 
e °. 
=e & : JAARYLAND ©. STATE Md. b. COUNTY f 
fal o ac} b. CITY OR TOWN (it autrids corporate limit, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corgorote limits, wrile RURAL ond give necrest town) 
tS 2 give peares) town) Pee 
ac Sykesville 
2 5 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
oie Ir Tt ON A FARM? 
: a pas R 6 3627 Greenmount Ave. ves] No] 
ov . — 
z=. 0 3. NAME OF it Mic 4. DAN Ye 
3 8 £ DECEASED First iddle Lost eae Month Dey fear 
red Uyeeeriede) Manville Ernest _Kefauver an May 19 9 
a ike 6. COLOR OR RACE |7. MARRIED [BJ NEVER MARRIED [J] 8. DATE OF BIRTH See TF UNDER 24 HRS. 
= ae ae Months} Doys | Hours | Min. 
ete Male White |wrown oworceo (J [May 7, 191k 18 yn, 
o z 10a, USUAL OCCUPATION ors: kind of work done! 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Slote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
4 /| during most of working life, even if retired) : 
ss? unemployed -- d 
oS |) 18 FATHER'S NAME . 14. MOTHER'S MAIDEN NAME 
gu 8 a Manville Kefauver Laura Lightner 
Ped 15, WAS DECEASED EVER INU. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
eee (¥es, ne. oF unknown) (if yes, give war or dotes of service) Frederick, Md. 
ees +; 
eas . it _rs.. Miriam Ke fanver=120: = 
oO ee Sear 
oe DEMTIMMEDIATE CAUSE (o) __ Massive hemorrhage due to hot wound of 
4 yiy if "4 
sts bueto §=©—-- abdomen 
= 


Conditions, if ony, which eL_ 
A ro gove rise to immediote couse + 
ess {a}, stoling the undertying( OVE TO s 
¥ couse fost. ae 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Was AUTOPSY 
——— << as RM 
ves] Not] 


200. EXTERNAL CAUSE WAS. ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port II of item 18.) 


Zz 
Q 
= 
fe 
= 
= 
& 
5 
i] 
= 
Sf 
5. 
bt 


cube oreo 0 
‘ Shot self in abdomen 
20c. TIME OF INJURY — Month, Doy, Yeor [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, Form, 1 20f. (City or town) {County) (Stole) 
Hour 6. m. While Not while foctory, street, office bidg., etc.) | 
De Me. m. 191957 [et wok O] ot work CR] car | Sykesville Carroll Md 


f Medico! Exominer’s Office along with form PM3. Page 5 moy be retoined for your files. 


R: Poge 3 should be used os o bur 


21. I certify that | taak charge of the remains described above, held an Autopsy KJ, Inspection [7], Inquiry [], and find that 


Natural causes ["], Accident [[], Suicide [Xj, Homicide [_], Undetermined couse ["]. 


death resulted fra 


“ 


TO DEPUTY MEDICAL EXAMINER: This certificote should be executed within 24 hours ofter death. 
cute the certificote, writing the word “pending” 


8 
%: AL DATE SIGNED 
a SIGNATUR Mp, CHIEF MEDICAL EXAMINER [7] 
=e ASSISTANT MEDICAL EXAMINER 
Bee EXAMINER'S fceittnd > 5/20/57 
$y 3 NAME (Type) am F a= M.D EPUTY MEDICAL EXAMINER [(] 
eo 220. BURIAL CREMATION, | 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
es 3 REMOVAL prem 

ie Buria Reformed Cem Middletown, Md 

SY 23: FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2d, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


vs atsmes) “TM. OR, Etchison & Son, Frederick, Md. ores 19.2 Jo 71 C. De V2 


5M 9/55 


sch qvaan 


Ve asad 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


L 05048 
/ 506 


< CERTIFICATE OF DEATH Rpteniee 2 


i 
\ 


se f 
$ ay 1 Hees neody | * barat el aaa (Where deceased lived. If institution: Residence before admission) 
4 b. COUNTY 
ie MARYLAND 
J 2 y: Carro. Ma. 
Be b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neares! town) 
s a RURAL ond {Tig nearest town) B 
€ Sykesvil 2 mo altjimore 
d. NAME OF HOSPITAL {If not in hospitol, give street address} d. STREET ADDRESS e. 1S RESIDENCE 
° iM ay str 2 iT ON A FARM? 
oT t spe Betielda Stee Hospital _3519 ves] NO 
5 3 NAME OF First Middle low 4. DATE Month Doy Yeor 
z (Type oF print Teresa Camilla Klinefelter | oat 9 
s 5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [X] | 8. DATE OF BIRTH 9. AGE in sors IF UNDER 24 HRS. 
a 
F W wipowen [] _—ibivorcep [] 9=27=79 . 
z Wo. USUAL CS e (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 1}. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
£ during most king life, even if retired) 
3 mever gainfully employed Maryland a 
ry 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Jeremiah Klinefelter Jane Anderson 


15, WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
(Vea ne. of unhnown) (Wipes giea wer or dotes af servize] 
no no Hosv al Records 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond {¢)-] 
PART 1. DEATH W Al Y: 
TI. DEATH WAS CRUSDEY. Senile asthenia 
j 
q OF, BROS 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave corbon papers. 


Conditions, if any, which w__Decubitus ulcers 


gove rise to immediote 


tificate has been signed by the attending physician and campletely filled in by ty 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Page 4 


g 
= 
¥ 
= 
5 
é 
ae 
Eo 
gs couse (0). stoting the under. ( DUE TO 
§ ee tying couse lost. « 
Basie = a Parr tl. ed SIGNIFICANT, ee: CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. Ht 
B4E9 : Chron. rain syndr. assoc with cerebr.artertoscler.with psych reaction | yes o No fd 
ao00 yu Y 
otss = CIDENT W, 7 2 BE G P : 
Bese = 2 Anning Lf Saute OF OFA POBCUS OF" MBA BRE Or nebo HEs Hdgdy Hea BH or to admission 
e826 © | (UF EITHER, NOTIFY MEDICAL EXAMINE?) | +o this h 
SEs < ae CEO farm, 120%, 
otEes G [20c. TIME OF INJURY ven Day, Year | 20d. INJURY OCCURRED __[20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote} 
5.295 iB H 7 hil Rech Gai factory, street, office bldg., sc) 
sete Ed imal 3 oh work [2] ot work} home Baltimore City 
-.8 5 
Ee a 21.1 = that | attended the deceased fram,.__4" , 198°7__,that | lost sow the deceased 
ey ~ 
285 alive on. ZTE. 2£___, and that death scored at_9.____P.M, fram the couses and an the date stated abave. 
= $ ] * —_—_— ADORESS (Street, city or town, stote) DATE SIGNED 
45 . ACTUAL (/ areares 
pes : Pana: SORE oe 7 ae Springfield State Hospita} ae ---- fe 22e57. 
faz 
ce 35 PHYSICIAN'S 
SSee Name (rypel_Edmund Iauisthaue __________.... Sykesville, Md. _.....--------- 
£2°° Ro. pe Siemby. | gee 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 7d. 10 Nese Ci oF cour tote) 
ot ‘AL (Spetit 
gees Did ge Cathie 4 oy a a 
2 DDR 24a, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
Yao | tone. A fe [yar f ork ZYST tes Bel Bi 


5 ‘A Nvauna 


Darase qa 


tad 


be fil 


5 
5 
= 
% 
2 
e 
2 
§ 


Pages 1 ond 2 


Then please remove carbon papers. 


burial. cremation, or removal. ond in any event within 72 haurs oftey 


ached far use os the buriol-transit permit. 


* 


the registrar pri 


may be retained by the haspitol ar attending physician. ; 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion and completely filled in by 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
page 3 shauld bt 


VS ANS {4} 
15M 9/55. 


= 


Lad 


LZ = LLLTEL- 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 50 49 
5§2 CERTIFICATE OF DEATH N 


1 PLACE OF DEATH Z 2. USUAL RESIDENCE (Where geceosed lived 
= COON a) og , RORY eeNo ||! ooSTATS 
<< ail 


b. CITY OR TOWN {If autside corporate limits, write | ¢. LENGTH OF STAY IN Tb 
RURAL ghd give nearest oY 


= PLA MAMA LE (J Le é 
d. NAME OF HOSPITAL {If not in haspitol, give street address) e, IS RESIDENCE 
ORM tTUTION 7 ON A FAR 


3. Deceasco a First Middle Lost, 4. DATE Month Day Yeor ‘J 
teen § Zol warolh ie ie) 
3, SEX & COLOR OR FACE |7- aRmieD [] NEvER MARRIED [] ]®. DATE OF BIRTH 9. AGE (In yoors IF UNDER 1 VEAR|IF UNDER 24 His. 

Min. 


Mil, é, winoweo ef pivorceo (] 


loyt bitthdoy) 
EF 
Oa. USUAL OCCUPATION (Give kind of work dane! 10b. KIND OF BUSINESS OR INDUSTRY 12. CITIZEN OF WHAT COUNTRY? 


ng mary af warking life, syemeit retired) ; ; 

Bot PULLED US <u, Ml | U.S. A, 
ike aa NAME 14. MOTHER'S MAIDEN NAME 
7 = BcerALelle 


17, INFORMANT s 


€ 
CMMI {bile ZA MOM A ses 
15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


(Yes. 08. or untnown) Ut yes, gee wor or dates of vervice) 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only ane couse per line far (0), (b), and (c}-] 

PART |. DEATH WAS CAUSED BY: Y P 

ae IMMEDIATE CAUSE (a}, (20) Yow On Free: chew 
ix DUE TO 


ONSET_AND, DEATH 
Conditions, if any, whith fe Sex rowel Kar fewsr ClftAG Z (Oe or & Ta 
gave tise ta immediote 
SO & 


cavse (a), stoting the under. (| OVETO “ 
lying cause lost. J/ 1) nl eeere Airliers ~Aclhnroay {2 
T 1(0)|19. WAS ABTOPSY 


a Paxr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING #4 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PARI Was abTor: 
= hic 5 oe % 
S Fy wie “a Aa ae Oo =, ves] NO BP 
© [200. ACCIDENT WAS UNDERLYING C]__]| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
& ] OR CONTRIBUTING C] CAUSE OF DEATH 
© ]UE EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c TIME OF INJURY Manth, Day, Yeor |20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20f. (Cily er tawn) (County) (tote) 
5 Hour a. m. While _ Not while NEG age iremries ceca StE) 
= p.m. 19 [at wark (J ot work J ‘ 
21. 1 certify thot | ottended the deceased from..=“#K AA Le te — 195.3, to_.._ Zee LAS alg that I last sow the deceosed 
alive on. AUG Ga 12Z7., and thot deoth accurred at. att . from the causes and on the dote stoted above. 
‘e ADORESS (Street, city ar town, stote} DATE SIGNEO 
actual A: £ uh se 
Site Bermtiauth sy wo 57 Baatal . Sylacdutls bee ~V, 2 
PHYSICIAN'S A 
NAME (type)_ 23. OE SS LORS 5) Ce Te!) ae eee oe a 


Re. ee e OF EES eens sah x, Tid. LOCATION (City. tawn, or county) tate} 
Baye. Ss Leyte Z ttnutu, tt. 


23, FUNGRAL-DIRECTOR’S SIGNATURE -f ADDRES: 2 “4 2a. REC'D BY REGISTRAR adh. REGISTRAR'S SIGNATURE 
geen HY He ee hf py teevible, wed, pate~ AO -O 2 Heey weer 


161 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
~ 5064 CERTIFICATE OF DEATH 050 


Reg. Dist. No. 


1 


w ae Zs ign, peclemice {Where deceased lived. If institution: Residence before admission) / 
o. °°. V 
Carroll 


MARYLAND 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b 
RURAL ond give neorest town) 
Sykesville mo_12 days 


Maryland Balto csby 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Baltimore 14 id x 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 

a OR INSTITUTION ON A FARM? 
> / bg Beechland Avenue ves] NO 
o 3. NAME OF First Middl 4. DATE 
“4 Nee DES irs idle Lost | DA Month Doy Yeor 
(Type or print) Louis Bmanve bertin DEATH 1957 
ie] 
& 


5. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED (Oy | 8. DATE OF BiRTH |* AGE Lin yeere IF UNDER 1 YEAR! iF UNDER 24 HRS. 
Hours Min. 
“ae , * ll 
M ui widowed £7] rORCED [1] i2= 25 -79 Lap yrs. 


10a. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) ¥2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


ban papers. 
+ death, 


9 Tailor Shop Italy ILS.A. natur, 
V3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
So 
| ames be 0 osennine averine 
3 


3. WAS: Perea ab U.S. ARMED er 16. SOC O5202 oe, 17. INFORMANT Address 
{Yes no, of unknown! DE yer, give wor oF dates of rervics) 
21605-02055 : 
LO nie soese bel Hosp zi nec ord 


1B, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] 


PART 1. DEATH WAS CAUSED BY: 
3° IMMEDIATE CAUSE (o) 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Fa 


Then please re 


5 etl: alice DUE TO 


Conditions, if ony, which 0) 
ove rite to immediote 


cate has been signed by the attending physician and campletely 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death’ Page 4 


SN 
c 
£ 
3. 
3 
3 
e 
ib 
E65 
gc couse (0), stoting the under. ( OVE TO 
cad lying se lost. (G 
5.2 see Seg ec iie leit 
43 6 = é Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART Yop} 19. Reich del 
Roe eas ; 
< 3 5 i 3 "] Yes] No ff] 
POBS & | 200. ACCIDENT WAS UNDERLYING []__ | 206. DESCRIBE HOW INIURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 1B.) 
ae & | OR CONTRIBUTING C] CAUSE OF DEATH 
eo2s & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
35385 & [20c. TIME OF INJURY “Month, Day, Yeor | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (tote) 
5.2 95 S Hear Peat While Not while factory, street, office bldg., etc.) ! 
be Eas 3 pom. WF lot work [] ot work [J q 
a,os ® 
= $ ane 21. | certify that | attended the deceased from._____1=2.]_ = 1927, to_..May_3, __., 1QZ_.,that | last saw the deceased 
<= o9 ” 
eg $5 olive on._May 3, fees, and thot death occurred ot 4.3.20_AM, from the causes ond on the date stated above. 
= / ADDRESS (Street, city or town, stote) DATE SIGNED 
a Sle Jj V3 Let 
3 / ACTUAL ae as ec * 
pEae f senate <n. Springfield State Hospital. 52A-97. 
faze 
SBS PHYSICIAN'S 
ogi: NAME (Type) Edurind B stheus esui d 
cf abt tt = Mian 2m an enna 5a a eases 
83 2 Fy To. BURIAL eon 2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATOR Md. LOCATION (City, town, of county) {Stote) 
>o a) 
ees AR ay lay 8 19 Ho R eme em QO Bels Rd 
e «) [PS/#pnerat pirector’s SIGNATURE ‘ADDRESS 2ha. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE? 
YS AIS (4 
Bat yas VW {Alaa ta DATE _¢ Yat Ch tp, 


¥ ‘A AVN 


MARYLAND pe DEPARTMENT OF AEALTH—BALTIMORE, 18 05 0 55 
56 CERTIFICATE OF DEATH MBP 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If intitution: Retidence before edmision) 
o. COUN’ Carroll nian STATE Mary land b. COUNTY 


b. CHY OR TOWN [IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 
RURAL ond give nearest town) 28 
Sykesville 3 yr. Bal timore BVe/: J 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS . 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital 725 Montford Avenue ves C] NO &] 


3. NAME OF First Middle a Doy Yeor 
DECEASED 


(Type oF print) Lena (Michalina) Lubinska oe 1957 


5, SEX 6 COLOR OR RACE |7. maRRIED[-] NEVER MARRIED [] |8. DATE OF BIRTH Gad 9. KGE (In yeors IEUNDER I YEARTIE UNDER 24 HS. 
jay] 
Female White winowe fe] overeo] | May 2B, 1886 wee’ ye jaiac hoa) 


1@a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Ho Poland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Anthony ? Truskowski Mary ? 


6. WAS eee ait U. $. ARMEO 0 es 16, SOCIAL SECURITY NO. 117. INFORMANT ue oy O AYtaddress TY kow sk 
ae ae Migs eons : 
No None 218-09-9912) Hospital records 725 S.Montford Ave. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), {b). ond (e.] Nga hin 
NI EA 


PART. DEATH MEDIATE CAUSE o1_Cerebral hemorrhage Few_hours 


BAX DUE TO 
Conditions, if any, which b) 


gove rise to immediote 

couse (0), stoling the under. (DUE TO 
lying couse lost. a 
31 C PAR. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lo] 9. WAS AUTOPSY 


Chronie brain syndrome associated with senile brain disease, with ves (] NOX] 


20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of itiiey WY Part 4 Orb art Ihde 
OR CONTRIBUTING [3 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ia Sa (City oF town) (County) (State) 
Hour a. While Not while factory, street, office bldg.. ete. 
p.m. W lat work [J at work [J 


21. | certify thot | attended the deceased from.__.37. ~ 1924, ta.. , 19.2 that | lost saw the deceased 


alive on_5-13._. = 1B... and that death accurred ot_- AM, fram the causes and an the date stated abave. 
ADORESS (Street, city oF town, stots) DATE SIGNED 


sittin Maledecl Sescecta file 1D Hp ns ad Loh {3 13/5 


be filed with 


Then please remave carbon popers~Poges | and 2 


rial, cremation, or remavol, and in any event within 72 hours ofter d 


igned by the attending physicion ond campletely filled in by the funerol director, 


ransit permit. 


hed for use os the burial 
MEDICAL CERTIFICATION 


+ 


~ 


Pa é 
RASANS 2) hile Sout Soren ty ple bu D 3 


Na. ees pia Te. NAME OF CEMETERY OF CREMATORY 7d. LOCATION (City, town, or county) 

R si at poge German Hill Rd Maryland 
23. FUNERAL DIRECTOR'S SIGNATUS g ADDR S 24a, REC'D BY CTT 2b. roy SIGNATURE 
John J. Duda “a Hudson St. Balto 24 “uf ~As 


es 
a 
A 
S 
= 
a 
o 
= 
3 
= 
i 
3 
a 
5. 
2 
& 
‘J 
2 
© 
=. 
i 
a 
2 
3 
£ 
te 
7 
= 
>» 
fy 
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3 

2 
es) 

ry 
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= 
2 

o 

3 
3 

6 

8 
re 
tj 
= 
< 
4 
° 
iF] 
rq 
= 
S 
2 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 5 
5 AAEDICAL EXAMINER’S CERTIFICATE OF DEATH a iets wf 


1, PLACE OF DEATH 2, USUAL RESIDENCE here arsed lived. If institution: § We § before admission) 


9. COUNTY Carroll Nana || CaaS LL 4 b. COUNTY 
'b. CITY OR TOWN (I outside corporate timin, write RURAL c. LENGTH OF bowel . CITY ORFQWN {If outgide corporate limits, write RURAL iat gif neorest to 


‘ond give neared! town) |Z we 


od 


: 


tiol, cremotian, 


(AACA? v 


3 . 1S RESIDENCE 
OIKX * ON A FARM? 

ves nob 
Middle lo 4. DATE Month Day Yeor 


ype in Randolph McDonald Death May 9 


5. SEX 6. COLOR OR RACE |7- MARRIED (] NEVER MARRIED X]| 8. a7 ‘OF BIRTH 9. AGE Un yeon TF_UNDER 24 HRS. 


iar eins = ; 
ih wiooweo E} —_—ooivorceo - v4, Fo ye we A a 


A yrs. 
Wo. USUAL OCCUPA ive kind q o wo done] 106. KIND OF BUSINESS ‘ INDUSTRY | 11. i ale (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during most af wo even if getired} 
- WHZA AS. A 


oO) ££ t, 
13. FATHER" 14, MOTHER'S MAIDEN NAME 
r 


INTERVAL BETWEEN. 
ONSET AND DEATH 


@ 


| d. STREET ADDRESS 


If any delay is necessory, pleose exe 


Item 18. Give Pages 1, 2, ond 3 to the funeral director. Page 4 should be 


toined far your files. 
id 2 with the registrar prior 


File pages 7 


1B. CAUSE OF DEATH [Enter only one cause por line for (0), (b). and (c).} 


PART DFAT MEDIATE CAUSE () Extensive hemorrhage due to stab wounds of 
G SAK DUE TO chest 


Conditions, if any, which (is 
gove rite to immediate coure 

{a), stating the undertying( OVE TO 
cause lost. {c) 


PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART !{0)]19. WAS AUTOPSY 
Ret ee; ead ME 
YES no) 


‘200, EXTERNAL CAUSE WAS '20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
PRIMARY $f or CONTRIBUTING () 


CAUSE OF DEATH, Stabbed during altercation 


20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, 120F {City or town) (County) (Store) 
Hour 9. m. While Not sie foctory, street, office bldg., etc.) 


a. 19 Jot work [1] ot work ' Carroll Mde 
21. | certify that | taok charge af the remains decree abave, held an Autapsy [x], Inspection [1], Inquiry [_], and find that 


death resulted from; Natural causes [], Accident [[], Suicide 0, Homicide Homicide tl, Undetermined cause ‘ak 


in penci 
f Medicol Examiner's Office along with form PM3. Poge 5 may by 


R: Page 3 should be used as a burial-tronsit permit. 


pending 


MEDICAL CERTIFICATION 


Pi 
mip, CHIEF MEDICAL EXAMINER [] AR ee 


ASSISTANT MEDICAL EXAMINER & 
— 
— ie DEPUTY MEDICAL EXAMINER [7] May 15, 57 


F CEMETERY OR CREMORTORY — 224, LOCATION (City, town, or county} (Store) 


MODEL ~ Le PPE 
23. FUNERAL 9 RECTORS SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR 2db, REGISTRARS Sa | 
VS. AISME(S) O Ave 
,, (BY: Zy io neo Oke ey ALA 
\) L@eEe44 Ms ete a eee 


5M 9/58 (lr TLE Ss Mod 


cute the certificate, writing the ward 
rq y i 
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farworded to th: 
TO FUNERAL Di! 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 5 05 3 . 
5°67 CERTIFICATE OF DEATH alia er 


ae eal DEATH 2: at RESIDENCE (Where deceased lived. If institution: Residence before admission} 
M MAR’ °. b. COUNTY 
Carroll Nea Maryland Ba more 
b. CITY OR TOWN (If outside corporole limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 
RURAL ond give neares! town) z , 
Sykesville days Bg more iz 


d. NAME OF HOSPITAL (if not in hospitel, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


pringfield State Hoapite ves F] Nog) 


3. ped First Middle Month Day Year 


(Type or print) Norma Ma 2 Meixne 1% 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED Og | DATE OF oinTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
last birthday) Min. 
- widowed [7] bivorcep [) os Tim 0 oon. BSRSBS; 
10a. USUAL OCCUPATION (Give kind af work dane|10b, KIND OF BUSINESS OR INDUSTRY [11, BIRTHPLACE {Stote ar fareign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 
none Maryland oA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


eral directar, 


be fil 


e 


Pages 1 and 2 


ohn Meixne Dates SDs 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. INFORMANT 
(Yes, 10. oF unkown) (yes. give wor oF dotes of service) 


18, CAUSE OF DEATH [Enter only one couse per line for (a), {b), and (c)-} INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
|._, AMEDIATE CAUSE (o! 


“y 4 DUE TO 


ed by the attending physician and campletely filled in by thy 


Conditions, if ony, which io 
gove rise to immediate 

couse (0), stating the under. ( DUETO 
lying couse last, e 


2 x ,Paet Hl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Map) 19. Rech 
I Xx, 
Mental de enc y \ eg ves) NO} 


nd 4 
20a. ACCIDENT WAS_UNDERLYING 0) Ub. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port It of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) {Stote) 
How of. iis, _. ‘Ger see foctory, street, affice bidg., etc.) 
p.m. 19 lot work [7] at work [] ' 


21. | certify that | attended the deceased from._____ 5x) 257 __, 19.___, to___5=2iee ____., 1HZ__,thot | last sow the deceased 
olive on___SmeQAwe-__________, W25F____, and that deoth occurred 093.45. PM, fram the causes and an the date stated above. 


i ‘ —— ADORESS (Street, city or town, stote) DATE SIGNED 
(ONATUR Zin i4thenr 


ONAN no. Springfield Stete Hospital. 
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is certificate has been s 
hed far use as the burial-transit permit. Then please remave carbon papers. 


|, ¢rematian, ar remaval, and in any event within 72 haurs after di 
MEDICAL CERTIFICATION: 


rial, 


+ 


“Fe. BURIAL, CREMATION, 
REMOVAL (Specify) 
. 


may be retained by the hospital or attending physician. 


page 3 should be 
the registrar pric! 


om 
24a. REC'D 


DATE 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNERAL DIRECTOR: After thi: 


SA NVIUNG 


NK qf 


a aot 


- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05054 
. 5068 CERTIFICATE OF DEATH neg.ionr oh 


f 
dy 
2 


rs 


8 iu Ll CAIN oad a ciate ee (Where deceased tived. If institution: Residence befare odmission) 
2 °. o. b. COUNTY 2 
$3 Carroll MARYLAND Maryland Balto.Cit 
Bie b. CITY OR TOWN (If autside corporate limits, write | ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporate limits, write RURAL and give neorest town) 
oa AURAL and oie rest fawn) 
3 ykesville 210mos, Sdayip Baltimore : 
= a. OR INSTITUTION (tf not in hospitot, give street oddress) d, STREET ADDRESS. e pasty 
«  /5| Springfield Hospital 1525 Northgate Road ves] No) 
6 3. NAME OF Fint Middle Lowt 4. DATE Month Dey ‘Year 
{type oF print) Esther Sophia Schlueter OBERMAN Seat May 9, 19 57 
5. SEX 6, COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] | 8. OATE OF biRTH 9. AGE (in ean TF UNDER 1 YEAR| IF UNDER 24 HRS. 
sf -birthdoy| Months} Do Min, 
Female White wiboweo [F —obivorced [J Dec. 17,1880 se pr lente ose Focal in 
10a. USUAL OCCUPATION (Give kind of wark done| 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
/ signa mast of working life, even if retired) 
| ousewife - Illinois U.S.A. 
/ 1 9. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Henry Schiteter Anna Brenker - 


Pa eee ceeae st OT El age 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
No = P15-01-6805 D| Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter anly one couse per line far (0), (b), ond (c)-] 


FORT OAT WEBS OU fo ocardial infarctio 


INTERVAL BETWEEN 
ONSET AND DEATH 


ours 


Then please remave corbon popers. Pages 


, cremation, ar removal, and in any event within 72 hours after death. 


ficate has been signed by the attending physician and completely filled in by t 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death: Page 


ad DUE TO 

s Conditions, if ony, which w__Generalized arteriosclerosis 

— gove rise to immediate 

ie couse (), stating the under. ( OVE TO 
§ lying couse lost. / “74> td) 
3 8 ra Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. WAS AUTOPSY 
Soe + 12 1%-B,S,associated with senile brag sease with psychotic reaction. esr On 
a5 0 S adenowcs noma _o1 ovary, (Uperated on in 19 ves (J_NOf) 
PLZ E [20c. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port or Port Il of stem 18.) 
Paes & | OR CONTRIBUTING [1 CAUSE OF DEATH 
eee © |{/E EITHER, NOTIFY MEDICAL EXAMINER) 
S58 5 ]20c. TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} (Stote) 
avs Fa} Hour a. st, While Not while factory, street, office bldg., ete.) ! 
si? 3 p.m. 19 [ot work (J ot work (J ' 
= 2 5 
B25 21. 4 certify that | attended the deceased fram_JUly Ly ____ 199... ta May 95, 19.57 that | lost saw the deceased 
ra a 2 alive on_Mi X25. , and that death occurred ot__82h5 Bi, fram the causes and an the date stated above. 
= >. A A ADDRESS (Street, city ar tawn, state) DATE SIGNED. 
gett | [Site Sg wo, ...Springfield Hospital _____8/10/57. 
£oara 
Bait Ritts Edmund Lusthaus, M.D, gpreetel tie, Nexesead. 
3 2 2 ? Tio. TURAL CHEMATION. Ze, NAME OF CEMETERY OR CREMATORY Zd. LOCATION (City, town, or county) (Stote) 

& é A 5 3 
re az Buria py, Druid Ridge Cemete Pikesville, Maryland 

- 


. FUNERAL DIRECTOR'S SIGNATURE 3 ‘ADQRESS ; 24a, REC'D BY REGISTRAR | 24D. REGISTRAR'S SIGNATURE 
Ys ansqo dim. wate ain? Verte = peek KOR Cee a re Coy ef 
( TETAS eUNe ; 


ot 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 5 0 55 
: 5069 CERTIFICATE OF DEATH aie 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
. COUNTY °. 


|. STATE 
Carroll MARYLAND Maryland * COUNTY Washington 
b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib | ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
coe ond Cae town) cs 
ykesville 3yrs.)imos.,16ditys Hagerstom 2 / ? 


¢. NAME OF HOSPITAL (If not in hospitat, give street addres) d, STREET ADORESS ©. 1S RESIDENCE 
R INSTIT ON A FARM? 


pringfield State Hospital 938 West Side Ave, ee NOTE 
2. 


be fitéd wil 


he funerol director, 


@ 


3. NANE OF First - Middle Lost 4. DATE Month Day Yeor 
(Type or prio!) Millie Elizabeth Cunningham PALMER| beam May 9, 1957 
5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors {IF UNDER 1 YEAR] IF UNDER 24 HRS. 


‘ Female White |woowr) _ovorceog] | May 4, 1880 Rite, 


\} 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF/BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
I {| Housewife LLE7 Maryland U.SeAs 


13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Andrew Cunningham Katherine - ‘ 


15. WAS DECEASEO EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO, |17. INFORMANT Address 
_ | yas, no. oF unknown) {Hf yen, give war or dates of vervice) 
| No me Atte, Springfield State Hospital 


18, CAUSE OF DEATH [Enter only one cause per line for (0}, (b), ond (c] INTERVAL BETWEEN 


SET AND DEATH 
PART I. ED BY: 
Dean Waschuster, Marasmus Weeks 


Pages 1 ond 2 3 


in 72 haurs ofter death. 


yy 


Then please remave carbon popers. 


Decubitus ulcers: 


gove rise to immediate 
couse (0), stating the under. DUE TO 


lying couse lost. 1h e 
Pi Il, OTHER SIGNIFICANT CO! IONS. ITRIBUTING TO DEATH BUT.NOT RELATED TO THI INAL DISEASE CONDITION GIVEN IN PART 1: 19. WAS AUTOPSY 

C.B.S. associated With Circulatory WiSturoancesHLEN COLebral BreSEd oe |? hearonweoe 

sclerosis, with psychotic reaction yes) NOE 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part lor Part tl of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEOICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY Home, farm, | 20F. (City or town) (County) (Stole) 
Hour on. While Not while Foctory, street, office bldg., etc.) | 
pom. 49 Jot work [J of work [J i 


21. | certify that { attended the deceased from. p. 19. DLL, toMay 9, 19597 .thot 1 last saw the deceased 


olive on May 94 __ ae a | Bess and that death occurred otSth7_ Pm, from the causes and on the date stated above. 
=——— ADDRESS (Street, city or town, stote) ; DATE SIGNED 
A ns A Aan 


Mates “Sdmund Lusthaus Sykesville, Maryland ae) 


h 
Za, BURIAL CREMATION, | 22b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, tgwn, or county) 
REMOVAL (Speci ~ R : Z? 
(8 Creve. 4 EA Ae Cel Loy 2 ne prt oo Dern |) cet Fa ON mg Dae [V7 
23. FUNERAL DIRECTOR'S SI RE 2 ‘ADDRESS ee 24a. REC'D BY REGISTRAR SIGNA Le) 
Wet AOD £2 thn Ga— jf o-gcraterran. |0ste J-/O-F Sete Lele 
J — pn a 


Conditions, if ony, which 


ial, cremotion, or removol, and in ony event wi 
MEDICAL CERTIFICATION: 


hed for use os the buriol-transit permit. 


id 


the registrar pri 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 505 
~ -» 5070 CERTIFICATE OF DEATH ei DC 


a Reg. Dist. No. 
8 = ig i} or ail alld a ables RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
{> Ge ° Tia: b. COUNTY 
33 Carroll MARYLAND ryland Howard 153 
3 o b. CITY OR TOWN {If outside corporate limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {if autside carparate limits, write nut ‘and give nearest town) 
58 RURAL and give neores? town) Sav. z 
Sykesville 3 days avage 137 
d. Ui catwoman {If not in haspital. give street address} d. STREET ADDRESS: e REO CENGe 
‘Springfield State Hospital. veD) NOE] 
3. NAME OF First Middle Lost 4, DATE Manth Dg) Year 
DECEASED OF 
{ype pein) Thomas Foley Pattison DEATH 28 dT 


5. SEX %. COLOR OR RACE |7. mARRIEGHL] NEVER MARRIED [7] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Male White 9-29-70 rider [Mons] Bar Hin 
wibowed [} pivorceo [} <—o7= 6 ys. 


Wa USUAL OCCUPATION (Give kind af work dane! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
‘land U.S.A. 


7 dying most of working life, even if retired) 


£ 
{ 7 Farmer Gileeclare 
& 13, FATHER’S NAME 0 14, MOTHER'S MAIDEN NAME 
= Morton Pattison Frances Chamberlain 
.. WAS, ESE Eee INU. 5. ag beac! 16. onde SECYRITY NO. |17. INFORMANT Address 
gill Wasteccorwnteete?” Fay (0 rsttgtecoler ager whee 
O|_no Hospital records 


INTERVAL BETWEEN. 


18. CAUSE OF DEATH [Enter only ane cause per line for (a}. (b). =a (J ONSET AND DEATH 
utes 


PART |. DEATH Was causa ey. Acute coronary occlusion 
f- DUE TO 


Then please remove corbon papers. Pages | and 2 


Conditions eny, shiek 4) Hypertensive arteriosclerotic heart disease years 
gove rise ta immediote 
couse (a), stoting the under- ( CVE TO 


lying couse lost. jo) Generalized arteriosclerosis ars 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19, bss Cyt hag 
Chronic brain syndrome due to cerebral arteriosclerosis yes [] NO 


200. ACCIDENT WAS UNDERLYING [1 |'20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part ¥ ar Port Il af item TE.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) bf 
f20c. TIME OF INJURY Manth, Day, Year [20d. INJURY OCCURRED 206. PLACE OF INIURY (Home, form, 120 (City or town) (County) (State) 
Aletha! Gebietes iNet While factory. stree!, office bldg., etc.) ! 
pom. 19 fot work [J at work [J ‘ 
i I ‘ ta : 


: After this certificate has been signed by the attending physician and campletely filled in by 
MEDICAL CERTIFICATION 


ched far use as the burial-transit permit. 
urial, cremation, ar remaval, and in any event within 72 hours 


RECTOR: 
; 
~ 


the registrar pri 


ACTUAL 
SIGNATUR' 


lites neuen det NepernieetCemnes es TS ey EE eS eee 


ay eaiD OF Gag Opcabhatory {7 ws DCATION p Tos oF) 
I hance] 37 | Ongdg | alsa Berend 
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page 3 shauld ke 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after decth. Page 4 


TO FUNERAL Di 


CO 
ADDRES: Iho. regs . REGISTR iv REG ISTRAR'S SIGNATURE 
ave? poppe! ps, Ateet/re< Db \ow ie ob Kets velein) 


Ny °A nvaune 


2661 -S 


(3 arsoxt 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 2 
: CERTIFICATE OF DEATH 05057.) 


Reg. Dist. No. / > 
1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. IF institution: Retidence before edmission) 
a b. COUNTY 
Varroll Maryland Carroll 


¢. CITY OR TOWN ([f outside corporate limits, write RURAL ond give nearest town) 


Rural, Nr. Westminster ey 


d. STREET ADDRESS e. 1S RESIDENCE 


b. Rat bags (If outside baa limits, write | ¢, LENGTH OF STAY IN Ib 
U! ane jive "i st town) 
Nr. Westminster 35 Yrs. 


|. NAME OF HOSPITAL (If nat in hospital, give street address) 


e 


“ Z 

& pam We stminster , Md. RD.1 (Myers District) Westminster,Md. R»D.1 (Myers Dist ve & NOL] 
5 . [BN First Middle Lost 4. DATE Month Doy Yeor 

a ee avert Mae Powell Sam May 25 19 57 


I 3. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] |8. DATE OF BIRTH 9 AGE tn year PEUNDER 1 VEARTIE UNDER 24 HES. 
iethday : 
%e Female White wipoweD fit} ovorceo(] | April 21, 1874, ‘83 [soa ee eee Min. 


10a. lpekest Tate eis kind nf work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRT! CE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
luring most of working life, even if retired) 
Housewife, ousewor. Qym home Carroll Cos, Mde UeSehe 


= 


e 
5 
a 
° 
a 
Ps 
3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 George W. Fowler Charlotte Lambert 
3 1S. WAS BEGEDEEO EVER: IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT Ajlg ™ ; g Vl Address 
E (fet, no, oF unknown) IF yes, give war or dates of service) 
i No None Harry M. Powell, W estminster, Md. R.D.1 
8 18. CAUSE OF DEATH [Enter only one cause per ling for (0). {b), ang (c)-] INTERVAL BETWEEN. 
a PART |, DEATH WAS CAUSED BY: WA a > oa “ae halla 
§ IMMEDIATE CAUSE (0) en as Mi. £3 MC -FAPL LAG Ca, Weal 
= ay 3 DUE TO, , 5 Y we: 
conal it ony, which wf (Lor, Cer< ck 2 ‘i Jeé J 
. ao 
gave rise to immediot DUE TO 


cote (a}, stoting the under- 
lying couse lost. € 


be oe * 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTI rf, (© DEATH BUT NOT RELATED TO THE TER: soho \L DISEASE CONDITION GIVEN IN PART i(a}/ 19. Nea 
4 {] ves] not] 
200. ACCIDENT WAS. Aer Qo 20b, DESCRIBE HOWNJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 
OR CONTRIBUTING O CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. Wee OF INJURY (Home, farm, 20. (City or town) (County) {State} 
eareietins While Not while foctory, street, office bidg., = 
p.m. jot work (] at work “A 


Co 


I ar attending physician. 
After this certificate has been signed by the attending physician and campletely filled in by th 


hed Far use os the burial-transit permit. 
MEDICAL CERTIFICATION 


rial, cremation, ar remaval, and in any event within 72 hours after death. fx 


dnd that oO ‘curred at Zr 3GAM rom iim causes and on the LL stated above. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


- 

8 

ees 

== ? DOREss eee city ‘or own, Be ie Nets SIGNED 

Pe: CM est Anette ba Ney 23737 

ae3y 

$233 DV &LEWW S Bs DE ME: ye 

$$ ; ‘> To. BURIAL CREMATION, Z2b. DATE THEREOF Zac. NAMEAOF CEMETERY OR CREMATORY 72d. LOCATION (City, town, ar county] {Stote} 

> ez a ay - 

BR Se Burial ay ,28,1957 | Meadow Branch Cemetery |Nr. Westminster,Carroll Co., Md- 
2 E ‘ADDRESS. 24a. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 


aie! Leas Msddy Uittlestom, Pas lowe J 9) vA Won (> 


Z, 


6 A Nvaung 


DWasodd 


© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours after death. Poge 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 {5 058 : 
/ 5 CERTIFICATE OF DEATH 


aw 


Reg. Dist. No. ZL 


gove rise to immediate 


sé 

2 = si peor 2; beget en (Where deceased lived. If institution: Residence before admission) 5 
a. o. . % 

52 Carroll MARYLAND Maryland » COUNTY Prince George's 

Be b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! fawn) 

s2 RURAL ond give nearest town) f : 

3 Henryton 953 days Fairmount Heights 

= d. NAME OF HOSPITAL (If not in hospitol, give street address) d, STREET ADDRESS @. 1S RESIDENCE 

—— OR INSTITUTION ON A FARM? 

a Henryton State Hospital 925 Eastern Avenue yes [] No 

2 

Cah 3. NAME OF Fi idk 4. DATE 

3- DECEASED. inst Middle low or Month Day Year 

ay) {Type or print) Ruth Raymond OEATH 5 3 19 57 

>. 5. SEX 6, COLOR OR RACE |7- MARRIED] NEVER MARRIED [_] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 

ry lost birthdoy) [Months] Days | Hours | Mi 

as Female Negro _|wicoweof] _ovorceoQ]) | March 28, 1917 Oy 

€ a 100. USUAL OCCUPATION (Give kind ‘of work done) 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 

so ) during mott of working life, even if retired) b 

Re : None Washington, D. C. U.S.A. 

Ly 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Ea 2 : 2 

cee Nelson Williams Bessie Thomas 

= 8 15. WAS DECEASEDEVER INU. $. ARMED FORCES? ]16, SOCIAL SECURITY NO. | 17. INFORMANT Address 

a & {Yer 40. oF unknown) Tif yes, give wor or dotes of rervicet 

ras ‘ No Ruth Raymond - Patient 

z § 18. CAUSE OF DEATH [Enter only ono couse per line for (0). (b). ond {c).] INTERVAL BETWEEN 

za : 

ae PART |. DEATH Was caused eY. Far advanced bilateral cavitary pulmonary TB. 

£e 0 “ DUE TO 

5 Conditions, if ony, which o 

3 

g 

a 


cotse (0), stoting the under- ( OVE TO 


. crematian, ar remaval, and in any event within 72 hours ofter death. 


¢ 
& 
gts tying couse lost. ol 
aS 3 5 5 Past fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. rie Mor eh 
3 , |e 
age 3 yes) NO[] 
Lee 3 © 200, ACCIOENT WAS UNDERLYING C)__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Part | ar Port I of item ¥6.) 
esinia & | OR CONTRIBUTING LJ CAUSE OF DEATH 
Sze U [CIE EITHER, NOTIFY MEDICAL EXAMINER) 
356 & 0c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) [Coun Stote) 
& 4 {County) {Stote) 
b.% 8 B Hour o.m. While Not while foctory, street, office bldg., etc.) | 
si? ¥ p.m. 19 jot work [] ot work i 
ae) 
Six 21. | certify that | attended the deceased fram._ 23 1 1924, to. Ba d= =" 19. 2Z.that I last saw the deceased 
< . 
= S olive on___May 3, 2 aie and that death occurred atl. Am, fram the causes and an the date stated abave. 
=o ADDRESS (Sireet, city or town, state) DATE SIGNED 
£5 ACTUAL aaa 
yess F pia gee an EE BORE A eee Ae Ee DED= Die 
ee ‘ PHYSICIAN'S. } 
° < ge NAME (Type), Tom. F. Vestal, Supt. Henryton State Hospital, Henryton, Maryland 
S2°° 72d. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d, LOCATION ( {Stote) 
eos (REMOVAL (Specify) - ‘ 
Eg at Bh bi [=| woacdlLasm a8 Og ton D H 
ee 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
7 Z 2 ‘4 1 oe Yon je ip 
Year lewry S Warheorr $67 WS nus Wath. DC | are Chet be. 


=| — 


$A qvaund 
. AS) | z 
A 900 | 7 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 haurs after deoth: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 9 (J)QUOJ = 
tem 18 Film aon?! ams 


ol 


CERTIFICATE OF DEATH 


a Reg. Dist. No. 

3 = N 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If intitutian: Residence before odmision) v 
ta 2. CO b. COUNTY 
53 Varroll MARYLAND F B 
° r ‘ b. hee fOr (If outside corporate limits, write | ¢, LENGTH OF STAY IN 1b | «. CITY oF TOWN ( r outside corporate limits, write RURAL ond ar neares? town) 

3 ‘ond give nearest town) £ 
g Sykesvilic an git mare sie eV wy 
= |. NAME OF HOSPITAL (If not in hospital, give street address) d. Balt ADDRESS: e. IS RESIDENCE 
= OR INSTITUTION, (ON A FARM? 
3S 00 Yes [] NO a 
@ 6 3. NAME OF Fiest Middle lost 4. DATE ‘Month Year 
i (Type or print) + ae Reidy DEATH 3(May ) °° 19 57 
ae. 5, SEX 6. COLOR OR RACE 17. MARRIED [] NEVER MARRIED Jo] | 8. DATE OF BIR 9. AGE (In yeors IF UNDER 24 HRS. 
ge M W t birthday} [Months] Days Min. 
B, wioowe [] pivorceo [] 1- 12 - 83 ‘HP #. 

ag - 

Ea, 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

é : re 

8 g 3 | during most of worki fe, even if retired) 
Begs 1d PA, ELF A Maryland U,S,h. 

S35 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

cs 

& 
Bose Bernard Roddy Susan Tally 

FS 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 | es 90. oF untnowny UF yes, give war or dates of service) 
unkn unkn Hospital Records 


sg,rem 


iE 1B. CAUSE OF DEATH [Enter anly one cause per line for (a), (b), ond (c).] mitra valve [JNTERVAL BETWEEN 
Sat oe DeaTa was causen 8b )Rheuma tic valvulitis, inactive with deformit ars 
oft ae 
ae 4/O ¥ ORE sub-acute suppurative 
Sar Conditions, if ony, which ax @hr = $52: a 
BESO gave rise to immediate 2 
ae cotse (0}, stoting the under. ( OVE TO 
a= lying couse lost. ta 
c3 
$52 4 Parr tI, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. Rese 
Big 2'| ee 
be 2 3| 587.0 Chronic brain syndrome due to alcoholism No] 
335 © |= facc ACCIDENT WAS UNDERLYING CJ ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lor Port I of item 1B) 
gae & | Or CONTRIBUTING LI CAUSE OF DEATH 
Bhs & | (F EITHER, NOTIFY MEDICAL EXAMINER) 
3s & |20e., TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED  [20e, PLACE OF INJURY [Home, form, T20f. (City or town) (County) (Stale 
3 3 Hour om. While Not whil 4 foctaty, sireet, office bldg., ete.) ! 
as 3 2 pm. jot work [J ot wark H 
se 
he 21. | certify that | attended the deceased from. oe 1954.., to. 5d -. 19.57. that | last sow the deceased 
vo 
alivejon 2 eae os a. ele and that death occurred at 5230._AM, from the causes and on the date stated above, 


. 


A, ai Zl ae ADDRESS (Street, city ar tawn, state) DATE SIGNED 
sitininn nd (9. tan, .-Springfield State Hospital... Sree 57 
Name(iyes) Edmund Be Lusthaus Sykesville, MQ 
‘20. BURIAL, CREMATION, | 22b. DATE THEREOF “yy NAME OF CEMETERY OR SREMATORY 22d. LOCAJJON (City, town, or caunty) (Stote) 

B (Specify) Z 

pee | se 2S 7 LoL enwce. , Waa. 

. FUNERAL @ wes 
pee A 


D fags ‘2do. REC'D BY REGISTRAR_ | 2b, eee si BE, 
S-b-37\ 2. HPOLG 


DATE *- 


moy be reloined by the hospital or ottending physician. 
TO FUNERAL DIRECTOR: After this cer 


page 3 shauld be gey 
the registror pri 


: °K nvaund 


Baresi 


j MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ra ' 
and CERTIFICATE OF DEATH 50 


ape { \ Reg. Dist. No. 47 
ss | 
$2 1. PLAGE Of DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before admin) 
ev o. o. b. COUNTY 1 ~ 
£2 : Carroll MARYLAND fa: and if T 
Big. b. CITY OR TOWN {IF autside corporate limits, write | ¢. LENGTH OF STAY IN Ib. c. CITY OR TOWN {If outside corporate limits, write RURAL ond. give neorest tawn) 
s es) RURAL and give neorest tawn) is 
a Hural--Sykesville and 2 days Bethesda , 14 ig : io. 
d. NAME OF HOSPITAL (If not in respiel give street address) d. STREET ADDRESS e. IS RESIDENCE 
” = OR INSTITUTION ‘ON A FARM? 
= que Middleton Lane ves) NOCK 
5 3. NAME OF First Middle Lost 4. DATE Manth Doy Year 
$ ype ot print) Ethel Ronaldson DEATH 
2 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED (X) |8. DATE OF BIRTH 9. AGE [lo years 
Jast birthday! 
Female White winowep [] pivorced [] Tn6~-1884 yrs. 


10a. USUAL OCCUPATION (Gi 


12. CITIZEN OF WHAT COUNTRY? 


ind af wark done] 10b. KIND @F BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 
during mast af warking life, even 
/ eacher ot tt Mass, U.S.A. 
# 13. FATHER’S AME 4 14. MOTHER'S MAIDEN NAME 


George Ronaldson Annie Condell 


ke WAS Paces ore tl U. 5. Pee ace Sanh 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
Arai INU, §, ARMED FORE 
Ke. = Z (th Records--Springfield State Hospital 


1B. CAUSE OF DEATH [Enter anly ane cause per line for (a), (b), and {c). ] GHEE oie 


72 hours after death. 


Then please remave carbon papers. 


ate has been signed by the attending physician gnd completely filled in by th: 


z PART OFATH SATE CALS o._ACute myocardial infarction with pericardial utes 

g PxO, | ouero hemorrhage 
ge Conditions, if any, which ) 
Eo gave rise to immediate 
gc cotse (a), stoting the under. ( CUETO 
=? lying cause lost. ses 
ce 
ae [2.0L Par Ml. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY 
as kal Chronic brain syndrome associated with arteriosclerosis, with psychotic vey Not] 
3 8 = | 200. ACCIDENT WAS UNDERLYING []__[20b, DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part | or Par! of item 16) TEACTLON 
25 5 LGR Gwe none RESeRT cue 

is] 

38 & |20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED ]20e. PLACE OF INIURY (Home, tea 120K. (City or town) (County) {Stote) 
go 6 Hour 0, m. While. Not while foctary, slreet, office bldg., ete, 
ane = Pim. 19 lot work [7] of wark " 
55 
= = 21. | certify that | attended the deceased from.___. lay... a 19_52, to_____ May_13__., 19. 57. that | last saw the deceased 
3 
is 


alive on__ May 13_ 


7 Teh. te and that death accurred at 88Q0AeM, from the causes ond an the date stated above. 
ADDRESS (Street, city or town, state) DATE SIGNED 


Springfield State Hospital 


PHYSICIAN'S 


NAME (Type) Sykesville, Maryland 


D 
Zo. ods Seale ‘2b. DATE THEREOF Me. NAME OF 6 OXY OR CREMATORY 22d. LOGATION ears town, 9r county) /) {Stote) 
REMOVAL (Spatify t } atl pp 
pith \ 0-2 | CoP Licseegl ed Mt tsecttpe) , fo 
E "S SIGNATURE 77 . 
A ot fe 
Be. 


* 


may be retained by the hospital or attending physician. 


page 3 shauld be 


TO FUNERAL DIRECTOR: After this certi 
the registrar pric 


24a. REC'D VS. 537 wy g a) Lod. S. oe Zi 


pate o 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 6 ., 
5975 CERTIFICATE OF DEATH jo06he 


end 


a (# + Reg. Dist. No. 

sz ras 
Fo 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
8 BR i] 0. COUNTY . STATE 
i ae | Carroll manveano |] Me vy] é 1 {Oro wt Ome F 
Be ©. CITY OR TOWN (Ff outside corporate limits, write RURAL ond git nearest tow) 

4 


clve Sprints 1S 56 


b, GiTy O8 TOWN {If outside eiiggade limits, write | c. LENGTH OF STAY IN 1b 
give neorest 
Sy Werprele a4 years 


* 


d. OR INSTIUTION {If not in hospitel, give street address) d. STREET chi eg e bw e ss 
S ISS; relel State Hey 513 Sebuyler ret ves) NO] 
3 aN, i First Middl Lost 4. DATE Month Do ¥ 
) is iddle os oni y ear 
= Deceased eu 
3 Upeoreion SAYA Hanne ooze e2le beam S - 4¢ wF Ss 
2 
2 


ex 6 hak OR RACE [7 V B. DATE OF ei 
¢ a Le = MARRIED [_] NEVER MARRIED [_} rae: y) Pe * fo oth st 
em & ic wipowen ff pivorceo [] ‘On. 


Wo. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ‘or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


usA 


during most of working life, even if retired) Be Be i, 


Haake 
po 
~ 


3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME. = 
8 Jo Biko te 4 Caveliue !horne 
8 . ere SR SOCIAL SECURITY NO. [17. INFORMANT ‘Address 7 ’ 
2 6) or Springfield tate He spi€e. 2 dykKerrille 
3 18, CAUSE OF DEATH [Enter only one couse Pet Tne for (0), (bl, ond 1 a a. 4-5, = INTERVAL BETWEEN 
i ATE Se iehrertiosCLe Rote HEART DIS FA A 
= if DUE TO 
Conditions, if any, which (b) 


gove rise 10 immediate 


couse (0), stoting the yader. ( OVETO 
lying couse last. fe 
eT HW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT Rey RELATED TO THE TERMINAL QISEASE CONDITION GIVEN IN PART Aa) Ww. pHs fered 
K eas” niece ee Roe Frere es al (eee ae Line, Le MED? 
», whe as hi de e Pdy ebetie' ee eae re no 


The law requires thot the death certificate be executed within 24 haurs after death: Page 4 


ae fos WAS cheeereee ja} 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture offinjuryin Part 1 or Port 11 of item 18.) 
OR CONTRIBUTING C} CAUSE OF DEATH 


certificate has been signed by the attending physicion and completely filled in by th 


MEDICAL CERTIFICATION 


wrial, cremation, or removal, and in any event within 72 haurs ofter: 


ched for use as the burial-transit permit. 


§ 
4 
2 
Ee (IF EITHER, NOTIFY MEDICAL EXAMINER) Be ) tof ae _ 
25 0c. TIME OF INJURY —S Year 20d, INJURY OCCURRED Bbe PEACE OF INJURY Hone: Lo 120%. (City oF town) (County) {Stote) 
fd sti foctry see, etic tc 
ze fe ey ta Sat c — 
aa 3 at ial a that | ng the deceased from_@ = VY - 19 SS | LF ___, 19.7) that | last saw the deceased 
8 a alive on_2_. eet wsZ., and that death occurred WY £".M, from the causes and on the date stated above. 
Fe e  S ADORESS (Street, city or town, stote) DATE SIGNED 
< 
syeie/ a a Rar ae laid Stan Ud Pog, 
faze : * hee, 
322 mares ALR MD. Seruspete Sad Meeprfelibipllid, 
& sec [70 BURIAL, CREM ene CREIHATION. AATION, | 225. DATE THEREOF 7 20e. NAME OF CEMETERY OF CREATOR’ |e LOCATION Cis ear rs Chon Town, of ce" {Stete) 
= e232 5/28/1957 ROCK CREEX CEMETERY WASHT. : 
he ei 23. ade DIRECTOR'S SIGNATURE ‘ADDRESS RE Vg VAvER rs REGISTRAR'S, SIGNATURE 
tet hg MARTIN W. HYSONG COMPANY 1500 N.STREET,N ay) Aan ‘2 iby 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = 
a7R CERTIFICATE OF DEATH 03062 . , 
2. USUAL RESIDENCE (Where deceased lived. if institution: Residence before admission) 


1. STATE b. COUNTY 
Carrell Cer Maryland Carroll 
b. eae oa (it ee ie? limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
an ive Heorest town: 
‘aLApSsco life ; Patapsco 


d. NAME OF HOSPITAL (If not in hospital, give street address} .d. STREET ADDRESS e. tS RESIDENCE 
OR INSTITUTION ON A FARM? 


ves ft No] 
3. NAME OF First Middle lost 4. DATE Month Boy Year 


acral Albert Oliver Schaeffer Se May 5 io Se 


5. SEX 6. COLOR OR RACE |7. MARRIED [K} NEVER MARRIED ["] | 8 OATE OF BIRTH 9. AGE (in years [IF UNOER 1 YEAR] IF UNDER 24 HRS. 
Jost bisthdey) [Months] Days | Hours | Min. 
Male White |woowo ovorceof] | October 18,18 61 ors. 
10. USUAL OCCUPATION (Give kind of work dane Tob. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
uring most of working life, even if reti 
Painter Bhildings Carroll County, Md. USA 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Joseph H. Schaeffer Sarah J. Buchen 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. ] 17. INFORMANT Address 


Fes, 10, 0¢ untnown) {It yes, give wor 


e8 W WT" "2061842037 |Mrs. N. Thelma Schaeffer Patapsco,Md. 


18. CAUSE OF DEATH [Enter only one couse per lingfor(o). (0) and (€. (/ {7 INTERVAL aEWcEN 
PART 1. DEATH WAS CAUSED BY: Yo baal? Y ’ 
IMMEDIATE CAUSE (0 p d wa e17 , 
pea 


Pages 1 and 2s 


carbon papers. 
rs after death. 


bat 


ding physician and campletely filled in by thas 


Then please remay; 


Og. 


Conditions, if any, which eS 


gove rise ta immediate , re 

cotse {0}, stoting the under: 

lying couse lost. 

——— 

Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. NEMEOREDE 
fe ves] no} 


20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY iHome, farm, | 20F. (City or town} (County) (State) 
Hour a.m. While Not while foctory, street, office bldg., etc.) | 
p.m. V9 lat work [] ot wopy [7] /| 


‘7. 
led the deceased from 2 =o » 19 shat | last saw the deceased 


_-, 9A. and fhat death occurred ILA ~M, from the causes 4nd on the date, 


( ——FADDRESE (Street, 2 oF town, state) 
MD, Ae Le es f-- 
PHYSICIAN'S: 


NAME (Type) S. Luther Bare M.D. 


‘220. BURIAL, Stan ‘2b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) (Stote) 
H : 
"BEST | 5a6e57 Patapesco Cemeter Patapsco Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE BE 
John R. Byers Westminster, Maryland oar S ~Y-S? 14 etn (/p 


2 


icate has been signed by the att 


hed far use os the burial-transit permit. 


rial, cremation, or remaval, and in any event within 72 h 
MEDICAL CERTIFICATION 


may be retained by the haspital ar attending physician. 
# 


TO FUNERAL DIRECTOR: After this ce: 


page 3 shauld be 
the registrar prio: 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 aa 
CERTIFICATE OF DEATH we BLES 97 


1 


w bio ns a a eye RESIDENCE (Where deceased lived. If institutian: Residence before admission) 
a. a 
Carroll County MARYLAND ‘Maryland b COUNTY Gorroll 
as c. LENGTH ne: IN 1b c. CITY OR TOWN {If autside corporate limits, write RURAL and give nearest tawn) 
WD 22724 XOF, WK tH Z ove 
EAN OF be. ao ‘in haspital, e sireat addr is ‘STREET DRESS a. tS RESIDENCE 
a sae a ite ON A FARM? 
a VAG a, f ves] nol) 
fs. nh IE OF First Middle Lost 4. DATE Manth Oay Yeor 
DECEASED a OF 
(type oF rin) ANDREW G. SHAFFER beam = May, 6th 151957 
5. SEX 6. COLOR OR RACE | 7. mareieo [) NEVER MARRIED. | B. DATE OF BIRTH 
Male White lwoowent — oworceo O] 70 Le / Ff ~ 


100. USUAL OCCUPATION (Give kind of work done| 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPIACE (Stole or foreign country) 
guring most of waking life, even if retired) 
LLAG 


Ck 
14. MOTHER'S MAAIDENY NAME 


death. 
~ 


12, CITIZEN OF ee COUNTRY? 
/ ae) . COLLE ALOE LTD 

ns: WAS DecaeSeweyEH IN U. S. ARMED eal 16, . i Address ie i) J, 

fas, nO, oF unknown) (if yet, give wor or dates of tervice) LE Ye 

) co, piellacr tg 246" Gllol,,| 


18. CAUSE OF DEATH [Enter anly one cause per line far ae J f INTERVAL BETWEEN. 


PART I. ~— WAS CAUSED BY: ONSET AND DEATH 
JMMEDIATE CAUSE {a} 


‘a » DUE TO 
Conditions, if any, which " AL 
gove rise to immediate “ 


couse {a), stating the ynder, ( OVE TO 


= 
iaN 
NY 

SN 


Then please remove carbon papers. 


lying cause last. ) 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART t{a)| 19. eon 
yes) Not) 


The law requires that the death certificate be executed within 24 haurs offer death: Page 4 


200. ACCIDENT WAS. eset ja} 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part | ar Part I! of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED {20e. PLACE OF INJURY [Home, form, | 20F. (City or town) (County) (State) 
Hour a. fi. While Nat wiles factory, street, office bldg., oe) | 
pm. jot work [7] at work 


Mee & 19.5_/,that | last saw the deceased 


21.1 pidge | attended the deceased ee wk S25 w5Z, rae 


olive an__Y¥Ve~ 5 aisha w2d.. and 4h efideath accurred az J50AM, fram the causes and an the date stated Laps 


ere: x Ve eo ted” Video St 


MEDICAL CERTIFICATION. 


rial, cremation, or remaval, and in any event within 72 ho; 


hed for use as the burial-transit permit. 


ACTUAL _- 
SIGNAT 


lait al A Sh es ae 


page 3 should 


TO FUNERAL DIRECTOR: After this certi 
- 
~ 


72d. LOCATION yy town, or county (State) Vu 
A LEE 


Ed, Vere Lirt/ C27) OZ LLe 
eF ab. REGISTRARS SIGNATURE 
15 Dh, i J, 
15M 9/55 . LZ ¢ d — hae! 4 MP CACC 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
the reglstrar pri 


$A fvaund 


cok 6 NW 


Dargo 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
i : 5042 CERTIFICATE OF DEATH 


ond 


05064, 


Reg. Dist. No. 


~ se 
8 gr |p PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution; Residence before odmission) 
ia £3 ‘2 Carroll marnano || * ST Maryland b.couny Carroll 
€ 3 g b a TOWN (If betel aa fimits, write | c. LENGTH OF STAY IN 1b <. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
ive peare; 
3 & Westminster life y Westminster 
= d. NAME OF HOSPITAL (If not in hospitol, give street address} d. STREET ADDRESS @. 1S RESIDENCE 
o. =* ‘OR INSTITUTION / ON A FAR! 
2 Gar 152 E, Main St. 152 E. Main St. ves C) not 
JES 3. NAME OF Fint Middle Low 4. DATE Month Doy Year 
* ze 
& 2; (Type or print Walter Carroll Shunk DEATH May 1 1957 
£ =S A 24 HRS. 
= ia 5, SEX 6. COLOR OR RACE | 7. manieD NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Sb ay N rthdoy} hi i 
3 3. Male White Winoweo fe] pivorceo [) Oct. 21 % 1886 TO Pi Months] Days | Hours | Min. 
2b Be To, USUAL OCCUPATION (Give kind of wort done] 0b, KIND OF BUSINESS OF INDUSTRY 11, BIRTHPLACE [Sots oF Foreign coun) 12. CITIZEN OF WHAT COUNTRY? 
Q 3 lurigg mast of waking life, even if retin 
See Het o “Bahk er National Bank Westminster, Md. USA 
Zs ‘ i 
e S85 FATHER'S NAME V4, MOTHER'S MAIDEN NAME 
2 ce { 
s 32° J. Walter Shunk Margaret Anders 
3 Beg . 
x oboe 15. WAS DECEASED EVER IN U, 5. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
3 age (Yas, 10. oF unknown} Tif yes, give wor or dates of service! 2 6 4 
8 ofp eae = [21661465794 Mrs. Irene B. Shunk Westminster, Md. 
a 
e. Beg : . 
oS thee 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c).] : INTERVAL BETWEEN 
3 2a% PAE BERTH wis ch EDIEN: yar ie et veaoltes [ er ONSET AND DEATH 
2 “ €< IMMEDIATE CAUSE (o! 
= 22s 7 
+. 2 7 x DUE TO Pm 
° e te 
es Conditions, if ony, whi J 
4 . if ony, which 
$ BES gave rise 10 immediote oo 
3° ee covse (0). stating the under. ( CUETO 
& ae 2 lying cause last. (d 
2285 ie, rs Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
= SS: ole 7 | 
“e660 aS yes [] NO 
= ‘S = 
Fotss E | Re ACCIDENT WAS UNDERLYING []__]20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury m Port Vor Part I of Hom 18.) 
eat = 3 
Z28e5 & |(UF EITHER, NOTIFY MEDICAL EXAMINER} 
2 88 & |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY Home, farm, | 20F. (City or town} (Couni State} 
wPacog 5 (County) (State) 
ss BF eS 3 Hour a.m. a While Not wii factory, street, office bldg., etc.) t 
ar k [I] of work 
RpE78 = pm. et work [J m <2 
Ev 8s . 4 
g el aie 21. | certify that | attended the deceased from.________.. t dea 
8 cof alive on____& ay pd WZ... and thof death occurred at_s2_71M/from the couses and on the date stated obove. 
Eo Es yf (DATE SIGNED 
455 
= 3 ry 3 2 f ec a gc na °F ~ SP 
£620 
eos. 
z3ae5 NAME (type} W. Jennette M.D. 103 E. Main St. Westminster, Md. 
moses et ae atimeamiaad 
&SYoO oD Za. BURIAL, CREMATION, | 2b. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) {State} 
258° REMOVAL (Speci 
Pek: MSY | Sasa Westminster Uemetery | Westminster, Maryland 
Pe 73, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


John R. Byers Westminster, Maryland jors-v-y eee c= a - 


gm’. 


RK fivaand 


Ay aot 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 050 65 
5978 CERTIFICATE OF DEATH 


¢ 


Reg. Dist. No. 
We ae ae Ree tems (Where deceased lived. If institution: Residence before admission) 
a o. b. COUNTY 
M). Carroll MARYLAND Maryland 


b. CITY OR TOWN ([f outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 3 
fe on 2 days Annapolis 9 /y 5 


d. NAME OF HOSPITAL {If nol in hospital, give street address) d. STREET ADDRESS e. 15 RESIDENCE 
OR INSTITUTION ON A FARM? 


Henryton State Hospital 2 College Avenue ves C] No 29 


3. NAME OF First Middle Lost 4, DATE h Y 
NAME OF it i R Mani Day eor 


(Type oF print) Burley Edward Spriggs, Jr. DEATH 5 8 1997 


5. SEX 6. COLOR OR RACE |7. MARRIED LL] NEVER MARRIED [-] | 8. DATE OF SIRTH 9. AGE (In years R]iF UNDER 24 HRS, 
pet Months] Days Min. 
Negro |wivoweo C] ovorceo | June 9, 1923 yn, 


100. Ne OC CUPATICNY oe kind ig ini pad 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Prnasset of ying He eve 
Lumber Carrier Johnson's Comp Annapolis, Maryland U. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Burley Edward Spriggs, Sr. Sadie Mahoney 


15, WAS DECEASEDEVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. ]17. INFORMANT Radios micioaa, Ce 
eee ipc7e10. | Burley Edvard Spriggs, Jn. ol BAEHS tuk 


18, CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (¢)-] UNTERVAL BETWEEN 


PART | DEATH MEDIATE CAUSE fo left @ cavitation and 
ouero pneumothorax 


Conditions, if ony, which w_Iuberculosis ?? Iung Abscess ?? 

gove rite to immediate 
cote (a), stating the under. ¢ OVE TO 
lying cause fost. tc} 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. Lae ea 
ys] nog 


be filed with 


Pages 1 and 2 4 


Then please remove corban papers. 


urial, crematian, ar removal, and in any event within 72 hours after 
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igned by the attending physicion and completely filled in by thy 


an ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port tor Part 11 of item 18.) 
R CONTRISUTING [] CAUSE OF DEATH 
fr EITHER, NOTIFY MEDICAL EXAMINER} 


—<—<—<—$—— 
20c. TIME OF INJURY Month, Dey, Year (20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, 1 20F. (City oF tawn) (County) (Stote) 
Hour 0. m. While Not while factory, street, office bidg., ery 
pom, 19 Jot work [1] ot work ] 


21. | certify that | attended the deceased fram, May..7.,........ 19 5Z_, aes , 19.5Z.that t last saw the deceased 
olive on__..May. 8 =, 19.57 and that death accurred at_.2_442_M, fram the causes and on the date stated above. 
ADDRESS (Street, city ar town, state) DATE SIGNED 


mo. .....-...Henryton, Maryland | 5-857. 
PHYSICIAN'S 


NAME (Type)_Dr, Tom F. Vestal, Henry on, State Hospital _Henryton, Md... 


no 
rnp ce Ma RON. Zab. DATE THEREOF [AME pip x CEMETERY QB CREMAI BN 22d, TION (City, town, of coufty) (Stote)f) 
2 Mad: Mh e: 
5 


‘24a, REC'D BY eee ‘Zab PREGISTRAR'S SIGNATURE 


VS ANS (4) J 
Years) Xe TV hs K Gene 


hed far use as the burial-transit permit. 
MEDICAL CERTIFICATION 


may be reltoined by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


page 3 shavid be, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires 
the registrar pric 


‘g ‘A nvaand 


Biacod’ 


ad 


eral director, 
be filed with 
- 


e 


te be executed within 24 hours ofter deoth; Poge 4 


‘softer death. 


teat 


Then please remove carbon papers. Pages } and 2 


The low requires that the death certifi 


After this certificote hos been signed by the attending physicion ond completely filled in by 


hed far use as the buriol-tronsit permit. 
urial, cremotion, of removal, ond in ony event within 


moy be retained by the hospitol or offending physician. 


TO FUNERAL DIRECTOR: 
page 3 shauid b 


TO HOSPITAL OR ATTENDING PHYSICIAN 
the registrar pri 


v 
% 


3s 
=> 
Rr 


bors 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4 CERTIFICATE OF DEATH 


Reg. Dist. ho U 6 674 


* 


4. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceated lived. lf institution: Residence before admission) 
°. 9. §) b. COUNTY, 
MARYLAND 
Carroll ary land Ba mo y 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) en A 
Sykesvill days B PV Olt 
esville Bb mo 24 days Ba more b 
d. NAME OF HOSPITAL (If not in hospitol, give street oddre:s) d. STREET ADDRESS. e. IS RESIDENCE 
OR tNSTITUTION ‘ON A FARM? 
026 Pinewood Avenue ves NO} 
NAME First Middle lost 4. DATE Month Doy Yeor 
DECEAS 
(Type or print) William DEATH 
5. SEX 


9. AGE (In years 
lost birthdoy) 


M 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


11, BIRTHPLACE (Stote or foreign ark 12. CI 


ITIZEN OF WHAT COUNTRY? 


Janito Virg-inia USA. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Thomas Sticke 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [” INFORMANT Address 


Ties no. er unknown) (yes. geve wor or doton of service) 
no _unkn Hospital Records. 


78. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-} 
PARTI. baie WAS CAUSED BY: 


INTERVAL BETWEEN. 
ONSET AND DEATH 


423.0 320K 
Esratians IHSoy: Hae _Bronchopneumonia 
gove rise to immediote 
couse (0), stoting the under. ( SACK 


lying couse lost. 


Pant Il, OTHER SIGNIFICANT CONDITIONS ‘CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PAI 


CBS. assoc. with cerebr.arterioscler, with psych. react. 


RT W(o)|19-° WAS AUTOPSY 


FORMED? 


ves noO 


200. anne WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING (J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20F {City or town) 


foctory, street, office bldg.. etc.) ! 


MEDICAL CERTIFICATION 


PHYSICIAN'S 
NAME (Type) 


Edmund _Lusthaus Syk 


(County) (Stote) 


H .m, whi 
ae mba ty | 
21. | certify that | attended the deceased from.______ 11=30—___. 19.56, lade oJ Rho... _5'Z.,that | last saw the deceased 
alive an____ 5— 2hew ,A957____. and that death accurred ot 8230. PM, fram the causes and an the date stated abave. 
fe *, 4 ‘ ADDRESS (Street, city or town. stote) DATE SIGNED 
SGNAtune_C O —_d ATK yy Springfield State Hospital _______! 5-25-57 


Zo. BURIAL, CREMATION, EMATORY 2d. LOCATION fCity, town, or count) 
REMOVALASHeciFy) ae 


eae ORC 
? 


ADDRESS 
pet oat 


‘Tb. DANE ZL. 
WA 
pe lig SIGHMATURE. 


(Stote) 


"A AVEung 


Sol 2a YW 


Ago 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 2 
5080 CERTIFICATE OF DEATH ven onl D088 


ce * 

3 = (« Vt een 2 SeCE ee {Where deceased lived. If institution: Residence before admission) 
53 ay as Carroll MARYLAND |] °° Maryland °° Carroll 

3 ie) b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


RURAL ond give neorest town) 


rural New Windsor O years 


Xuh rural New Windsor 


+ 


= 4 dé. Sh rea {If not in hospitol, give street address) d. STREET ADDRESS e. Npwtd 
“ > Echo Hills / Echo Hills ves RE] No 
5 3. NAME OF Fint Middle Lost 4. DATE Month Doy Yeor 

3 iypetcopint) Luther Clarence Stitely DEATH May 19 19 57 
: 8. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR| IF UNDER 24 HRS. 


S. SEX 6. COLOR OR RACE ]7. MARRIED [3] NEVER MARRIED [-] 
Male White |wiroweoq — owvorceo] 


if thd 7 

Jam. 30, 1870 | By [mr |] 
ae 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2s . uring mod of working life, even if retired) 
z I edie octor General Prac. (Westminster, Maryland USA 
a / 113. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
o 
2 Josiah Q. Stitely Adelaide Eyler 
3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? (16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
5 | Ties, n0, oF unknown) (it yea, give war or dates of service) 
S O|. we -“-~=+4-- "+ + +(Mrs. Margaret E. Stitely New Windsor,Mde 
8 18. CAUSE OF DEATH [Enter only one cause per lina for {0}. {b), ond (c)-] UNTERVAL BETWEEN 
a PART I. DEATH WAS CAUSED By: ‘ 
5 TMAEDIATE CAUSE, ‘eo fora theo PorcLipnnrgiyr ele tA 
S| Lhe DB} DUETO vs 

Conditions, if any, which rs : pork eee + q@ — 


gove rise to immediote 


cottse {0}, stoting the under- (CUE TO aes ‘ =_ iG La is se 5 
lying couse lost. {ch Stlepytce— = 


ial, cremotian, ar remavol, ond in any event within 72 hours of: 


€ 

a 

6 6 Paarl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)]1f WAS AUTOPSY 

= = Zz reer 

3 Ols LX yes] No 
3 = [200. ACCIDENT WAS UNDERLYING []_ 206, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port il of item 18.) 

2 & | OR CONTRIBUTING LJ CAUSE OF DEATH 

2 © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 

8 & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|2Ce. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
e 8 Hour 9. m. hile Notmeiita: foctory, street, office bldg., et.) | 

2 = p.m. jot work [J ot work (CJ ‘ 

5 

Es 21. | certify that | attended the deceased pw ee 5), ee oo ey Ea 19:87, that | lost saw the deceased 
oe 

2 beteg. Loe ae ws Z., ond fiat death occurred 00.7 M, from the causes and an the date stoted above. 


ADDRESS (Street, city or town, stote) DATE SIGNED 


© 

~ 

= 
eo 
3 


moy be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the offending physicion and completely filled in by th 


TO HOSPITAL OR ATTENDING PHYSICIAN: The faw requires thot the deoth certificote be executed within 24 hours ofter death. Page 4 


Bg SIEWATUR : J 

Be reamed 

Re ancing ames T, Marsh  M-D. 1 

© 3 Fo. BURIAL, CREMATION, ‘Wb. DATE THEREOF Te. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 

Be Huet” | 5«22657 Westminster Cemetery | Westminster, Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


s (4) ‘i John R. Byers Westminster, Maryland vate S- Qe ba ES ae (yy tlers, 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death. Paga 4 


Zs 
=> 
2 


may be retained by the hospital ar attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


oat 


eral directar, 


bé Fited with 


* 


ned by the attending physician and campletely filled in by 1 


Then please remove carbon papers, Pages | and 2 


-transit permit. 
urial, cremation, ar remaval, and in any event within 72 haurs after deoth. 


‘ached far use as the burial: 


® 


the registrar pric} 


poge 3 shauld be 


& 
= 


q/ | Housewife Af LOGE, Maryland 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


iE 
: CERTIFICATE OF DEATH 0506 


OQ 
Reg. Dist. No. 4 


1. AGNI ca a CE ante aed (Where deceased lived. If institution: Residence before admission} J 
Carroll MARYLAND Maryland  COUNY Balbo, @ity: i 
b. ss! pRtoen {lf cards taped limits, write ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
Sykesville lhyrs.7mos.16days Baltimore = ee 
d. Pe a aay {IF nol in hospilol. give street oddress) d. STREET ADDRESS e FS pale dass 
Springfield state Hospital 3332 Keswick Road ves] No) 
8; ps First Middle Lost 4, ee Month Day Yeor 
(type or print) Anna Julia Hamilton SURRATT Deatw May 1 19 57 


5. SEX 6. COLOR OR RACE |7. MARRIED EX) NEVER MARRIED [7] |B. DATE OF BIRTH coe IF UNDER 1 YEAR] IF UNDER 24 HRS. 
is roe 
Female White — |wioowenf] _—ovorceo cy [May 22, 1906 ae Be 


Wo USUAL OCCUPATION (Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) V2. CITIZEN OF WHAT COUNTRY? 
during most of working life. even if retired) 
U.S.A. 


f 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William Hamilton Anna J, Bunn 


ys WAS ets gua U.S. eee Wages? 16. SOCIAL SECURITY NO. ]|17. INFORMANT Address 
re, unknown) Ut yes, give wor or dates of service} 
ra) No = A Bt: Springfield State Hospital Records. 


18. CAUSE OF DEATH [Enter only one couse per line for {0}. (b), and (e.] ENERVALDETVEEN 
ATH 
PART t. DEATH was caustDeY. Rheumatic valvulitis,inactive,with deformity 
“Lf 4. x UE TO 
Conditions, if ony, which a of valve, Years 
gove rise to immediote 
coure {0}, stoting the under. ( OVE TO 
lying couse lost. el 
ra Jc, Pam Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}]19. WAS AUTOPSY 
| ar ae PERFORMED? 
$|__Schizophrenia, catatonic type. ves] NOR] 
= 200. ACCIDENT WAS_UNDERLYING [] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Port II of item 1B.) 
os OR CONTRIBUTING DT) CAUSE OF DEATH 
© |(F EITHER, NOTIFY MEDICAL EXAMINER) 
i 
& [20c. TIME OF INJURY Month, Doy. Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, form, | 20f. (Cily or town) (County) {Stote) 
5 Agar verre White Nat while foctory, street, office bldg., etc.) | 
= p.m. 19 Jot work [J of work [] i 
21. | certify that | attended the deceased fram REX _Cotober20ihh ., day. 1, , 19. S7..that | last saw the deceased 
alive on__May 1, Sa 2 ‘ 1957 )--, and that death accurred ot.11230PM, fram the causes and an the date stated abave, 
ADDRESS (Street, city of town, stote) DATE SIGNED 
ACTUAL 
EN a? a bee nO mo. ......Springfield Hospital. 5/2/57. 
PHYSICIAN'S 


NAME (Type) __ E.danund Lusthaus, M, Dy 


To. BURIAL fea Zb. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORT 2d. LQSATION City. town, or county) {Stote) 
‘AL (Spesi “te ee Up's , 
Lisp” |\b-H- & Bales Ltitltiabtt. (20, Wig 


23, FUNERAL DIRECTOR'S SIGNATURE 0D! Pho. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE i 
4 Y / | 
Khe 0 |v 5-3-5 7 LLL CLL 


3A Nvrang 


ae ae 7 


Daraosef 


Pogeta whould Ee 


« 


loy is necessary, pleose exe 
ector. 


If any de 


ltem 18. Give Poges 1, 2, ond 3 to the funerol 
form PM3. Page 5 moy be retoined for your fi 
File pages 1 ond 2 with the registror prior 


nsit permit. 


E} 


: Poge 3 should be used os o buri 


forwarded to the Chief Medical Examiner's Office olon: 


cute the certificate, writing the word ‘‘pending™ in per 
TO FUNERAL DIR; 
or removol. 
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VS. AVSME(S) «ON 
5M 9755 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05 
5 ()QHEDICAL EXAMINER'S CERTIFICATE OF DEATH 069 
Reg. Dist. No. 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
Se Carroll marvuno || @ st] Maryland b.couny Carroll 
b. oly OR TOWN (lt ovtide corporate limity, write RURAL ¢. LENGTH OF STAY IN 1b & CITY OR TOWN (If outside corporate limits, wrile RURAL and give nearest! lawn) 
“Westminster 50 years || j’/ Westminster 


d. NAME OF HOSPITAL OR INSTITUTION {IF not in hospital, give street oddress) d. STREET ADDRESS @. Be aie ls 


23 Longwell Apts. / 23 Longwell Apts. ves) NOE 
3. NAME OF First Middle Low 4. OATE Month Doy Yeor 
Orpen pee) Walter Lee Taylor | tam May =: 19 57 
6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIEO [1] 8. DATE OF BIRTH 9. AGE (in yor IF UNDER 24 HRS. 
wivowen P§ —olvorceot) | ~May 18, 1885 Be te Bom [ow | iat 
tors ~~ of work done 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
| pie Cone. Carroll County, Md. USA 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


K. R. Taylor Mary @etherine Smith 


during most of ae ti 


Vite ges wal ue sono 16. SOCIAL SECURITY NO. 117. INFORMANT Address 
O |_no ~~ +--+ P16«16=6053| Mrs. James E. Shilling Finksburg,Md. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY. Ce ONSET AND DEATH 
IMMEDIATE CAUSE (0) ___f. i] _ Onde S. AhervT Uv 


ja + F 


4} Le, QUE TO 
Canditians, if any, a 3) 


gove rise to immediate couse 

{o), stoting the underlying( DUE TO 

cause last, a Lee {ep 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a]|19. Was AUTOPSY 


ves not] 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part II of item 1B.) 
PRIMARY C) ar CONTRIBUTING 1) 
CAUSE OF DEATH. 


0c. TIME OF INJURY Month, Day. Yeor 20d. INJURY OCCURRED ]20c. PLACE OF INJURY (Home, form, T20F. (City oF town) (County) (Store) 
Hour 9. m. While Nernte. foctary, slreet, affice bldg., etc.) | 
p.m. Ww ot work [} at work [] H 


21. 1 certify that | took chorge of the remoins described obove, held on Autopsy [_], Inspection PH inquiry [. and find thot 
death rebulled from: Noturol causes [4, Accident [1], Suicide [J], Homicide [], Undetermined couse []. 


hou y P d WhrprpE- ip, CHIEF MEDICAL EXAMINER [1] Nee 
ASSISTANT MEDICAL EXAMINER [} ~) a 
we oames T, Marsh DEPUTY MEDICAL EXAMINER TH S7 
Tia. Pay oe 2. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 2d, LOCATION (City, tawn, or county) (Stote) 
Burtad 519657 Carrollton Church of God Carrollton, Maryland 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 24a. REC'D BY REGISTRAR ‘24b, REGISTRAR'S payee 
John R. Byers _Westmins Ma Pat ant YWnller 


MEDICAL CERTIFICATION 


an 


neral directar, 


or attending physicion. 


moy be retained by the hospital 
TO FUNERAL DIRECTOR: After this certificote has been signed by the ottending physician ond completely filled in by th 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 


VS AIS 
18M 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


ee 05 
(W ) 5982 _ CERTIFICATE OF DEATH wp eet 


200. ACCIDENT WAS UNDERLYING ae 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Part II of item 18.) 
OR CONTRIBUTING C] CAUSE OF Df 
(If EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, im 1 20F. (City ar town) (County) (Stote) 
Have. m. While Not while factory, street, affice bidg., 
p.m. 19 fot work [] ot work [] uy 


21. | certify that | attended the deceased from... F@Rs_75_--__. 19.55_, to May 275. 
alive on_May..27s__...-.---. ears and that death occurred at_: 


MEDICAL CERTIFICATION 


.. 1927..that | lost saw the deceased 
PM, from the causes and on the date stated above. 


« 
: Lo ee a oe RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
a. . STAI b. COUNTY . 
= Carroll vere aryland Caroline 
8 b. CITY OR TOWN (If outside corporate timits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If aulside corporate limits, write RURAL and give nearest tawn) 
RURAL ond give ne al 
9 3] 
640 days Denton J 
d. NAME OF com is fa in ay give street address) d. STREET ADDRESS e. 1S RESIDENCE 

” OR INSTITUTION: ON A FARM? 
s on State Hospital Route 3. ves (No C8 
5 3. DECEASED. Fint Middle Lost 4. ae Manth > Yeor 
3 Ayes ener) jorrLe Goodlow Thomas j DFATH 19 
= 9. AGE (In yeors RIE HaEScranen [IF UNDER 1 YEAR] zs aa IF UNDER 24 HRS. 
= fost ener Manths 4 Min. 
2 ua 
a. Pas Wo. USUAL OCCUPATION (Give kind af work done} 10b. KIND OF BUSINESS OR INDUSTRY [17. BIRTHPLACE {State or foreign aa 12, CITIZEN cali WHAT COUNTRY? 
g 8 during mast of eae life, even if retired) 
« $/ I mas U, S. A 
3 s \ 13. FATHER'S NAME 14, MOTHER'S: MAIDEN NAME 
8s 
ee s_ Thomas Sarah Sharp 
£ 3 15. WAS DECEASEDEVER IN v. . "ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
5 , | [¥en no, or unknown) {lt yes, give wor or dates of service) 
as No Worrie Goodlow Thomas ~ Patient 
eee 

‘= 18, CAUSE OF DEATH [Ent ly one couse tine for (a), (b), ond (c).’ INTERVAL BETWEEN. 
4 PART i. DEATH ‘hall BY; He es a " Bee aie | 
€< UMMEDIATE CAUSE (a! vane ilate: c. ulosis + 
=: x oueto Neoplasm metasis; diabetes mellitus 

> Conditions, if ony, which a 

co] gave rise ta immediate 

£ cotse (a), stating the under. ( OVE TO 

9 lying cause tost. () 

i Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa) | 19. pees 

° 

ry ft) Ab x ves] NOET 

: ( 

6 

€ 

8 

5 

4 

5 

2 

5 


hed far use as the burial-transit permit. 


s é ‘aif YY. Ty : A ADDRESS (Street, city ar town, state) DATE SIGNED 
Me / | [Seite S98 OE eee) uo _Heneytons Maryland SoR7=57.. 
2 

ee eel Edgars M. Maculans Se Srey y Me 
ee ee secant sees 

os 

&= 

yal'g 


3A AVIUNG 


Cacsal 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05071 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


AQ Reg. Dist, No. 
eA if TH 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission} 
a, CO 
VBA arian PEG dy Hoo D2 b. COUNTY / 
b. CITY OR TOWN ik outside corporate limits, write RURAL ¢. LENGTH OF STAY IN Tb BY OR TOWN (If outtide corporote limit, , RURAL and give neares! lown} 
Giyy’ necrest tows e ‘ 
‘i i J, BVO. 
Ac RAAALLOCCLLY Axe; CLS 4 Z 
d. NAME OF HOSPITAL OR INSTITUTION {IF nat in hospital, give street address) d. STREET ADDRESS * 3 RESIDENCE 


ON A FARM? 


3. nae a First Middle 


Tomer ie VV <8 Hu LER 
6. COLOR OR RACE |7- MARRIED [7] NEVER MARRIED [_]| &. DATE OF BIRTH ial ae : 

s ae Le Months in, 

i LJ wipowep [] Divorced Li = o Z) Oy. Pb ee a 


109, USUAL OCCUPATION [Give ind fas jrork done|10b. KIND OF BUSINESS OR INOUSTRY |11- BIRTHPLACE (State or foreign country) 
LZ c4, rl EAS, ZZ 


9, USUAL 
TAZ 
# a, eae aS NAMI 


Lei Lae LE 222 


VE? LIL. 
1S, WAS DECEASED EVER IN U. S/ARiBED FORCES? [i6. ee SECURITY NO. Z 
(as, 0, OF 5" ys, give wor or service) ¢ 4 L ‘4 a 
O : LD LIAISE A Zi, CLLTEL a7 


18. CAUSE OF DEATH [Enter only one couse per line = (0 (b), cad te] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE re) 


5K DUE TO 


. if ony, which 
Qave rise to immediote couse 

(0), stoting the underlying ake 
cause lost, | t 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho}! 


Doy 
ay Z ws 7 
MM In fears IFUNDER ie JF UNDER 24 HRS. 


If ony deloy 


02. CITIZEN OF WHAT COUNTRY? 
VL 
2 ZL 


File pages 1 ond 2 with the registrar prior 


Item 18. Give Pages 1, 2, ond 3 to the funeral 
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19. WAS AUTOPSY 
PERFORMED? 


ves [] neti 


‘200. EXTERNAL CAUSE WAS 
at as or CONTRIBUTING is} 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of igiury in Port | or Port Il af item 18.) 


Oo 2 


20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 120f, (City or town) (County) (State) 
Wise Seat Cee ee a ec cnen yt Coemet Meh 
21, certify that ! took charge af the remains described abave, heldian Autapsy []. Inspectian §), Inquiry TV and find that 
death resulted from: a) causes [], Accident &. Suicide [], Homicide [-], Undetermined cause []. 


‘20c. TIME OF INJURY Month, Day, Year 


MEDICAL CERTIFICATION, 


rstiis a 


+ Page 3 shauld be used as a burial-tronsit permit. 


ificate, writing the word “pending” 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours ofter death. 


ea 

° 

= 2 SE eee P at Mtg ae) Ma.p, CHIEF MEDICAL EXAMINER [7] a 

3 cas ASSISTANT MEDICAL EXAMINER 

387 Kas Tay TMs oa 7d 
2gee NAI Aa HIVES ‘ HRA DEPUTY MEDICAL EXAMINER ff 

2 sta @ a ARTOR 72b. DATE THEREOF . NAME OF CEMETERY OR CREMATORY 72d. pan? town, or county) (Stote) 

oe ° ° pect y 


Vs. AISME(S) 
5M 9/55 


2a, REC'D BY i fe oe Faas i NATURE 
‘Actegorte 3/47 /f Japed a7 iM. = 


1 


Sanecal director, 


he attending physicion and completely filled in by the 


Then please 


moy be retained by the hospital ar attending physicion. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter death: Page 4 
2 TO FUNERAL DIRECTOR: After this certificate has been signed by t 


a.) 

pa 
a5 
ai 
=e 
&° 
a2 

wie 


MARYLAND STATE DEPARTMENT CEE ea nnn 18 Jolb2 


FF |. 5984 CERTIFICATE OF DEATH teria 


e carbon papers. 


hed for use os the burial-transit permit. 


Pages | and 2 5 


rial, cremation, or remaval, and in ony event withig’72 hour’ ofter death. 


) 


dew 


. 


— 


| 


2, USUAL Ma (Where deceosed lived. Ii institution: Rgsidence before odmission} 


33 » COUNTY ‘a 
arylaund attrmore 
a “G OF STAY IN 1b ¢. CITY OR TOWN (if dutside corporote limits, write RURAL and give neorest town) 


yess “Baltimore Cit 


d. STREET ADDRESS: 


SpCeune” arred 2 MARYLAND 

b. CITY OR TOWN (If outside ersoiete limits, write 
gf RU De give nearest Py) 

efvi @ 

NAME OF HOSPITAL (if not in hospital, give street addres) 


uring pre dd fate Bi uiear | 


e. 1S RESIDENCE 
NA FARM? 


ves] No] 
3 NAME OF Middle = ton - DATE Month Da Yeor 
iypeeepan) Ha Tt: ei = Hav vey / yuled ee Me 4 19. 


SrSEX 6 COLOR OR RACE |7. maRRiED [] NEVER MARRIED D3] io ‘OF BIRTH 9. AGE (In yeors’ [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
2 if Se 13 an GC losfBitydoy) [Months] Days Min. 
tema le r] re < |wiooweo pivorceo [] ik 
10a. USUAL OCCUPATION {Give kind of work fr 10b. KIND OF BUSINESS OR INDUSTRY gee (Stete ‘of foreign country) W Ee 
Qiusve Wer AEE IIL , 
13. FATHER'S NAME —_— la, ae “3 ie: NAME 
el We 
15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO. 4 INFORMANT Address 
fet, nO, OF unknown) Itt yeu, give wor or dates of vervice) 
tar | Yorn — Vek veld  féete How ta2 
18, CAUSE OF DEATH [Enter only one cause per line for (a), (b}, ond (cl. Ta INTERVAL BETWEEN 
IMMEDIATE CAUSE (o 
re) DUE TO 
gave rise to immediote 
couse {0}, stoting the under. ( OVE TO 


during most of working life, 2 rotired! r a ltr uore 
G Zorfe tvu?ld ik: 3 
PART. DEATH Was CAUSED BY, (7 eit ‘a 
1, if any, which rf. 
lying cause lost, iG 


é Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}]19. WAS AUTOPSY 
fe] { SEEN ea 
= 
BL Seurle psy eh owiy th & manie- depreuiye peydoustiApeo soo 
E | 202 ACCIDENT was UNDERLYING CJ” | 200. DESCRIBE nae INJURY OCCURRED, i nature of injury id Port I or Port It of ited 18.) 
& |OR CONTRIBUTING LJ CAUSE OF DEATH] 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER} 4, f 
% [2c TIME OF INJURY Month, Page Year | 20d. INJURY OCCURRED —— PLACE OF INJURY (Home, farm, | 20F. (City ar town) {County} {Stote} 
ray Hour a. fr. While. Not while foctory, street, office bldg., paz 4 
= p.m. lat work [] of work [7] 
~ - 
21.1 saa { “Hae he Sli from._ ASE e Sate, 19S _/thot | last saw the deceased 
alive on___»> __. PR an ws) api, and that death occurred at. 1 from the causes and on the date stated above. 


ee ade es city or town, B24) fea Pi 


t 


| fears 2 Usd bLide Sc (dead Sprcu eapitds Srpisc ae 


P20. BURIAL, CREMA earn TON, 2b. DATE THEREOF 22. NAME OF CEMETERY OF CREMATORY 
ity 
Bi 22-57 Loudon Park Cemetery 


72d. LOCATION (City. town, or county) (State) 
Baltimore, Maryland 


}23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2a, REC'D BY REGISTRAR oe poo R's, vg 
William Cook, Inc.,1217 St.Paul Street oat SYS A| CE Mersey oe 


fi Avadha 


MARYLAND ST STATE = DEPARTMENT. OF | HEALTH—BALTIMORE, 18 057 6 3 
5085 CERTIFICATE OF DEATH 


ad 


Reg. Dist. No. ai 


8 bali 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmissj6n) 
3. 
5 Carroll MARYLAND Maryland COUN Balsoseioy 
or: b. CITY OR TOWN (If outside corporate limits, wr cc. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
s Sykesvi ond aes n ad town) a ar ‘ Balta 
9 days PEPOSYA ELE, Dalvimore y 1-& 
ry d, NAME OF pay ae oi not in hospitol, give street oddress) ‘d' efR e. tS RESIDENCE 
™ - OR INSTITU H Gi. ON A FARM? 
2 ] Sp ringfield State Hospital BhEAS/ ves] nocx 
o 3. NAME OF First n Middle - DA y Yeor 
i. (Type ot print) Alice (4. Ward WAGNER 1957 
o 
oO 
2 


5. SEX © COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. OATE OF BIRTH 9. KG In yeors [IEUNDER | EARTIE UNDER 24 HS. 
low pirthdoy! ai 
Female White  |wioweo pe  oworceo] | December 7, 1872 F vn. i 


Va. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
dyring most of working life, even if retired) 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 


Py 
£ 
> 
5 
£ 
2 
ty 
> 
3. 
24 
an 
Ea. 
Bea 9 
eet = 7) ousewife Z Maryland U.S.A. 
fe 25 -—~__]13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
o 
cee Amos Ward Unknow 
ae: 
25% ]15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
ees (Ver, no. of unknown) {lf yes, give war or dates of service) 
off \ No - “Naytk_ |Springfield Hospital Records 
ree 3 4 18. CAUSE OF DEATH [Enter only ane couse per line for (0), (6), pnd (c)- ‘ INTERVAL BETWEEN 
52s - . 5 Wo. ONSET.AND DEAT 
2ay PART 1. DEATH WAS CAUSED BY: v3 Mt 1 
ares ; IMMEDIATE CAUSE (0) Miele t c WLLe th) 
£eo LA PY 
cigs i F UE TO 
D> Conditions, if ony, which w 
BES gove rise to immediate 
Se co¥se {0}, stoting the under ( OVE TO 
eg = z lying couse fost. 0) 
‘og 5 Zz u. R NIFH IT TH NTRIBUTIN' DEATH. Ni TED TO, Di; IN GIVEN IN PART 1 ay, be AUTOPSY 
EB os 2\c.B.S assoclaved with arteriosclerosis With psycnotre PeBseTon, © (01) 9 een? 
oe om) = NC v5 O Nop 
a506 WS 406 P 
on 56 C © 20a, ACCIDENT WAS UNDERLYING C}__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port lor Port Il of item 1B.) 
2e38 = 
cok & | OR CONTRIBUTING CJ CAUSE OF DEATH 
eg2s G [iF EITHER, NOTIFY MEDICAL EXAMINER) 
a8 5 & |20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
be 88 a Hour 9. m. ie [AS Net tile easor tease Siteeneay ese) 
pels = Pm. jo! wor wor 
=. S83 
$255 at a t! ~-+, I%!__. that | last saw the deceased 
‘, <e5 alive an__* © o's) be Fe 229! and that death aaa at iz 25. LM, from the causes and an the dote stated abave, 
£ 8 , ADDRESS (Street, city or town, stote) DATE SIGNED 
55% ACTUAL Springfield Hospital 5/' 13/' 7 
pusk / SIGNATURI ON oie eee ee | 21 a Gemma 22/2) /2"/ 
£620 
Bais PHYSICIAN'S 
s2it name tyeel_ Wa q@nenfeldt. Mp, __ Sykesville, Merylend 
BY°o Zo. BURIAL, CREMATION, % DATE ris ¢ Zc, NAME OF CEMETERY OR CREMATORY 7 Zd. LOGATION (City, town, or county) (Stote) 
Bp es REMGVAL (Specify) AL atl 7 Lr - 
ge ge Guise’ kl iyy pL L TALIS Vite 
a % e G eS. 2da, REC'D BY, REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
eee Fi Vosde ; YALER CV bier LiL 


f 


be filed with 


neral 


+ 


~ 


death. 
} 
(me 


Then please remove carbon papers. Pages } and 2 
fey 
waar 


hed for use as the burial-transit permit. 
wrial, crematian, ar remaval, and in any event within 72 haur: 


s 


the registrar pric\ 


may be retained by the hospital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in b: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death, Page 4 
page 3 shauld by 


VS A15 (4) 2 
13m 9/56 ry} 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


5 ag6 CERTIFICATE OF DEATH 05072, 


Reg. Dist. No, 
fs Mencia ier Ce ae {Where deceosed lived. tf institution: Residence before admission) 
Carroll MARYLANO Maryland b.couUNTY Washington 
b. CITY OR owe {If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, wrile ~— ond Gite, ectest town) 
Whestitie 3hyrs, 8mos. 22days Boonsboro 2 1X20 
d. foe ot Be ia (If not in hospitol, give street address) j d. STREET ADDRESS e Peed 
Sprin prield State Hospital - ves) No#] 
ep pheviee First Middle Lost 4. Ras Month Day Yeor 
(iyee or iprinl) Fred Miller WAGNER DEATH May 29 19 57 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [2p | 8. DATE OF BIRTH AGE (In yeors IF UNDER 1 YEAR] if UNDER 24 HRS. 
los! birthday) Doys | Hours | Mi 
Male White wows] ovorceo cy | July 17, 1892 he yn. Eee os 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
duzing most of working life, even if retired) 
armer - | Maryland U.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Samuel C, Wagner Fennie V. Miller 
ple 3 aie Bate ee ‘ore aos ere 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
Wo" - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only ane couse per line far (a), (b), ond (o.] 
PART | DEATH MPOIATE Cabse jo) Chronic nephrosis 
G02 DuE To 
Conditions, if ony, which w_luberculosis of the lung, far advanced 5 yrs.plus 


gove rise to immediote 


INTERVAL BETWEEN 
fe) ane DEATH 
own 


couse (0), stoting the under- DUE TO 
lying couse lost. % 
ra Pat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN. PART I(a)[19,. Sah nicest 
=| Schizophrenia, hebephrenic type. 300,/ alates 
= 200. ACCIDENT WAS UNDERLYING 0} 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 ar Port Il of item 1B.) 
& | on CONTRIBUTING C] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 1208. (City or town) {Caunty) {Stote) 
ray Hour 9. m. While Not while factory, street, office bldg., etc.) | 
2 p.m. 19 fot work [) of work ' 
21. certify that | attended the deceased fram_SUlY 1, 1990, to May. 295... 1987 __ thot | lost saw the deceased 
olive on___ May 295 Misibila andiineideash aces; ced att SOM wl eemithe camestondien. emission edicnar 
if /n /} ADDRESS (Street, city or town, stole) DATE SIGNED 
ACTUAL 
SIGNATURI 4 Hospit /29/' ST 


rHvsician's = Walther H, Sonnenféldt, M.D. _ Sykesville, Maryland. 


NAME (Type) 


gee Soap C ggectn ‘Wb. DATE THEREOF 
EMOVAL ify) 
ANLIMA Du. i q “Cs 


23, FUNERAL DIRECTOR'S Grape 


ery Q y 


Zid. LOCATION (City, tawn, or county) {Stote) 


(2) OTU ALAAL) o Uband . Go. nye : 


2a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Zz 
b IY e lt oe 7/25 


¥ A avaung 


0, 1990 


oe 
egecuted with 24 hours after death. Poge 4 


a 


_< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be 


ding physicion. 


& 
2. 
25 


eral director, 
be filed with 


* 


letely filled in by t 
Poges 1 and 2 


Then pleose remove ‘carbon popers. 


cote has been signed by the oltending physicion ond comp! 


ached for use as the buriol-tronsit permit. 


After this cer! 
rial, cremotion, or removal, ond in ony event within 72 hours6 


page 3 should 
the registror print 


may be retained by the hospitol or a! 
€: i 


TO FUNERAL DI 


ire 


0 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05 0 4 F 
5087 CERTIFICATE OF DEATH Eta 


1. PLACE OF DEATH 2. cacy ree (Where deceosed lived. If institution: Residence before admission) 
pee Carroll MARYLAND * Maryland parca 
b. Or eos {If outside ees limits, weite | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest tawn) 
and give neared tq an 
Sykesville 10 mos.15 dayy: Baltimore 13 3VolIg Vv 
d. sae {IF not in hospitol, give street oddress) d. STREET ADDRESS « Ie reer tna 
Springfield State Hospital 3320 Brendan Avenue ves ONO ff) 
3 Ne ae First Middle Lost 4. ee Month Ooy Yeor 
(ype or print) Mamie Vaeth WARD DEATH May _—28, 1957 


5. SEX 6. COLOR OR RACE 9. AGE {In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


7. MARRIED [_] NEVER MARRIED [] | 8. DATE OF BIRTH 
WIDOWED pvorceo} | July 22, 1886 


/ 


F W lost Be nol Months] Doys | Hours | Min. 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 13. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of warking life. even if retired) 
Rooming house operator Maryland, Baltimore USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
George Adam Vaeth Elizabeth Hughes 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
T¥es, ne. oF unknown) (11 yes, give war or dates of service) 
No - Unk. Springfield Hospital records 
18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b). ond (c}.) CHERAB 
PANT) DEATIMMEDIATE CAUSE fo.___ Chronic rheumatic heart disease Years: 
Ye i Pl DUE To 
Conditions, if eny, which (o 


Qove rise 10 immediote 
coute {0}, stoting the under. ( CUETO 
lying couse fost. a 


on IL. OTHER SIGNIFI aw ith" eit CONTRIBUTING TO DEATH BUT Ni be RELATED TO THE TERMINAL eucnl feeee GIVEN IN PART 1(0}| 19. WAS AUTOPSY 
CBS associate eire’ UaLOry, aistur ‘bance with cere arteriosclero: SH NOD 
n psy nos 


20a. ACCIDENT WAS UNDERLYING C] ‘20b. er oe HOW Riuey OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 


MEDICAL CERTIFICATION: 


(IF EITHER, NOTIFY MEDICAL EXAMINER) ook x 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY IHome, farm, | 20f. (City or town} {County) (Stote) 
Hote o./ra; While Naonite foctory, street, office bldg., Cor 
-n WW jotwerk CJ ot work J 
ay | certify that | attended the deceased fram_July 13, __, 19.56, to._May 28, Bees , 19ST. that | lost saw the deceased 
oe ae , and that death occurred at_O50P m, fram the causes and on the date stated above, 


ADDRESS (Street, city or town, stole) 


..- Springfield State Haspital _. 
Sykesville, Maryland 


fititites__Walther H, Sonnenfeldt, M.D. _ 


‘220. BURIAL, or eg - DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) {Stote) 
REMOVAL pecify) 
Bur val Holy Redeemer Cem, Baltimore, Md. 


Beet ee Eanes Funeial” Home IONS SST Zee, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05074 
w 5088 CERTIFICATE OF DEATH dia boise 


or 
°. 
“bro WA MARYLAND 


B. GITY OR TOWN (if outside corporcte limits, write Te. LENGTH OF STAY IN 1b 
PY tg 


ool 


fesidence before admission} 
OL 


ann 
QWN (yf outside cogporote Jjmins, write RURAL ond give neared! town) 


auet. A. LV 


eral directar, 
be filed with 


e 


JAME OF HOSPITAL (If no rin? in hospi give atreet address) d. STRI ADO RED els eed 
” cn | GR INGRTUTION p hy l. 7 7 on 
se )O 2L0 iA Lh 4 OO Xf - St—- eo) id 
2 eee SS ts 
5 3. NAME OF First Middle eae \ 4 DATE Month 
= DECEASED bi 4, jee Ns jon! Doy rp 
3 Grexecientnd) Vi AA Ante pn Bara LU 4A, a? 19 oJ 
Kd 9. AGE (In HF UNDER 1 YEAR| IF UNDER 24 HRS. 
a lost birthdoyy 


6. CO % BALE T7. MARRIED YDENEVER MARRIED O }4. date — Birr 
LU wivoweo [J —_—iivorceD 14, (83 


d an QCCUPATION (Give kind of work donel 10b. KIND OF BUSINESS ¥ INDUSTRY: ue (State ar foreign country} 12. CUIZEN OF WHAT COUNTRY? 
" durieg Tpit af warking life, even if retired) ae 
/ The) 


rban papers. 
death. 


atan 
- 


14. MOTHER'S MAIDEN NAME 


AO A AatrAct 
NAME /) O/ 
o A alae = Lia 
Vee ah IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. SNEORMANT (/ 4) ‘Address 
oz It yes, give wor oF dates of service] } fess 
LEON barrie FF; HQ t Learickuel: ek 
He. fram Enter anly one cause per Ij INTERVAL EEN 
tea ot is BS. Lo» san be ONSET AMD’ DEATH 
PART |. DEATH WAS CAUSED BY: y o 
IMMEDIATE CAUSE (c} MAL! ZN Lenerideg tas 


Lb Ly. 2S DUE TO a y) 
Canditions, if any, which (bo ZY ie Ee ‘ [Lib Ze, = 


gave rise ta immediate 
cote (a}, stating the ynder- ( OUETO 
lying couse lost. a 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho} | 19. pias s eet ans 
ee a nee 
ool X ae 5 NO, 


Orca Fea WAS. ey Nas ea 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port Il af item 1B.) 
DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e, PLACE OF eaaae roms bars a bias Thi (City or town) {Caunty) (Stote) 
Hour a. m. ie ot Not mite | foctory, street, office etc. 
pom a at wor RET Gt wark uN — ——_— 


21, | cert pe | attended the deceased from_# aan 1944, to. a. ae _ 19, “that | last saw the deceased 


alive on. 4 / rd ws Be andtha! Heath occurred as NF ree the causes and, on the date stated above. 
KK J nity oF tofn, stot 
sa a ppt CK Jez: nol erect. Méey (eo Cok LeeF 
La), av ca 


sy 
> 


ned by the attending physician and campletely filled in by th 
Then please rem 


ransit permit. 


So 


MEDICAL CERTIFICATION 


jal, cremation, or remaval, and in any event within 72 


ed for use as the bur 


~— 


4 Le usd Lad LY 
To oy es” | 2b. DATE THEREOF, | Zc. NAME OF CEMETERY OF GREMATORY THERES) Say, 7d, FAPEATON a =e . OF =2 iStote} 
(Desens S Oe A a4 
\ 23. fs ~ DIRECTOR'S o. REC'D = REGISTRAR A REGISTRAR'S SIGNATUR 
ees va bed am 


PH 
Ni 


may be retained by the haspital ar attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been 
¢ 


page 3 shauld be, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter deoth. Page 4 
the registrar prio, 


as 
=> 
rq 


ay 
“Ss 
‘- 


at PE ras 


‘A nvaung 


LS6I u 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 5 8 
5089 CERTIFICATE OF DEATH x. PAL a 


‘* 


st 
3 = ~ We ee 2. eae RESIDENCE (Where deceased lived. If institution: Residence before admission) 7 a 
eit aes Y 
si(m ) Carroll marviano || ° "Maryland b COUNTY Howard=35hr (5, 
a) 2 a, b. she eel (if case ie limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
i Riceiaaanaraonn 
B Sykesvi lie 15 months Baltimore h 4 3 6 
4 d. Phestics ee aaa {If not in hospitol, give street oddress) d. STREET ADDRESS e. aga 
: Springfield State Hospital. 8019 Ridgley Oak Road ve] Now 
3° 3. NAME OF First Middle Lost 4, DATE Month Doy Yeor 
e ierer pri) Alberta Murray Wells Beats May a2 apt 
o 5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS 
= birthd: “hie 
é Female livia te wivowe¥] pivorceo [] 1-15-71 86' a. a ee Tests, ey 
8 Wa. sees bea eealici hee kind a eae VOb. KIND OF BUSINESS OR INDUSTRY 111. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
luring m@stpt working life, even if ratir 
- Housewife" Ue Maryland U.S.A. 
3 43. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 Albert Murray Lee Anna Murray 
8 1S. WAS. cree si ts U.S. a PORSES 16. SOCIAL SECURITY NO. [17. INFORMANT Address 
mien Bi Page te eteartcs 
£ thiniown oe ed Hospital Records. 
H 18. CAUSE OF DEATH (Enter only ane cause per line for (0), (b}. ond (c).] INTERVAL BETWEEN 
a 4 
. se 1 OEATUMBDIATE caUSt fo}__ BY onchopneumbnia 
= ye: not ove to Arterjosclerotic cardio-vasculas disease with 
: Conditions, if ony, which tbs th Hypertention years 
2 gove rite to immediote 
& coute (0), stoting the vader. ( KH Fracture rt.hip underlying but not contributing 
lying coure lo), _Girectly to death. 5 days 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)] 19. che a a 
Chronic Brain Syndrmme associated with Cerebral Arterioscleosis ves) No 
200. ACCIDENT WAS UNDERLYING CK | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port t or Port It of iter 18.) 
‘OR CONTRIBUTING [J CAUSE OF DEATH 


(iF EITHER, NonIFY MeDical Examiner)| While going to the labatory she slipped and fell injuried rt.hip 
Foe TIME OF INJURY “Month. Day, Yaar [20d. UURY OCCURRED (7 [20e. RACE OF INIURY Hone. form, 1204. (City or town) (County) (Sate) 
re ee Se THT [aha Sst Hospital, ‘*) Sykesville Carrell Md/ 


21. | certify that | attended the deceased fram 1230256 ,19._., too 129 _ 198.0_.that | last saw the deceased 


= 187 --, and that death accurred abeld Aem, from the causes ond on the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


rial, cremation, or remaval, and in ony event within 72 hours after deoth. 
MEDICAL CERTIFICATION 


(3 
5 
= 
2 
a 
A 
2 
i=: 
* 
3 
x 
S 
5 
z 
S 
8 


¢ 


the registrar pri 


PHYSICIAN'S 


NAME (Type) tin del ¢; in Oe a eee. 4 ai wiee se eee 


‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City. town Ar coupty) (Stote: 
CED | 5 //S/S Doe, Z ‘ 
Kop CCEA OVC antes A 77 (aa th 2 

23. Fl 


yf 


: 
4 ER 1 fOR'S SIGNATURI :' ADDRES: WZ; y 24a. REC'D B SER REGISTRAR'S SIGNATURE 
ww OY bak. bt. VME (BLE "\ ome Sf) 12/8, petrg 


may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate hos been signed by the attending physicion and completely filled in by ty 


page 3 should 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours offer death; Page 4 


% *A qvaui! 


poet vt * 


Waar: 


(GI MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


5990 CERTIFICATE OF DEATH ae 050 By a 


2. Heer aceae (Where deceased fived. If institution: Residence Before admission) 


1, PLACE OF DEATH 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond {c)-] INTERVAL BETWEEN, 


ONSET AND bie 


PART !. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {0}. 


oy & DUE TO 
Conditions, if ony, which (Moderately advanced tuberculosis of the lungs years 
gove rise to immediote DUE TO | 


Tuberculous peritonitis 


. COUNTY . STA 

3 > Carroll MARYLAND : Maryland b. COUNTY 
6 A b. CITY OR TOWN (IF outside corporote limits, write] ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town} 
3a RURAL ond give nearest town) q aH . 
a Sykesville 14 yrs, 6 4 5¥O{-44 Baltimore City / 
Ss d. NAME OF HOSPITAL (IF not in hospitol, give street oddress) d. STREET ADDRESS: e. 1S RESIDENCE 
= OR INSTITUTION. Z sa ’ a 5 ON A FARM? 
ee Springfield State Hospital 2518 West Pratt Street ves ONO fg 
ae 
=o 3. NAME OF First Middle lost 4. DATE Month Da; Yeor 
ve DECEASED OF 
Zi (Type or prin!) Norman De YOsT DEATH fay 13 17 
= s 5. SEX 6 COLOR OR RACE |7. MARRIED [-] NEVER MARRIED 8. DATE OF BIRTH 9. AGE [In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 

& fost birthdoy} Boys roe 

5 M W wivowen] _—vivorceo] | August 3, 1925 31 oy. 

ee Wo. Bee DecunanoN tae kind fe Bernas 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

= ' juring most of working life, even if retired) . > 

ane Clerk pittsburgh Plate, ~ Maryland USA 

B35 19. FATHER'S NAME Pymx GLASS GO™ | 1 MOTHERS MAIDEN NAME 

Eee Herbert Yost Anna Lindenmeyer 

8 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

al _ | fos. ne. oF unknown} (Wt yes. geve war or dates of service} 4 “, 

of 2, No - Unk. Springfield Hospital records 

8 

8 

a 

€ 

§ 

2 

= 


couse {o), stoting the under- 


lying couse fost. fe) 


White Not while foctory, street, office bldg., etc.) q 
jot work [7] ot work 


Hour o. m. 
p.m. 


é an Part IISOTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho} | 19. Breer av Af 
el eee _ A 5 . eur 

$|Schizophrenia, catatonic type. Tuberculosis of hip and ankle joints. yes] NO 
© [200. ACCIDENT WAS UNDERLYING ()__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port I! of item 1B.) 

& [OR CONTRIBUTING CO CAUSE OF DEATH 

& | (16 EITHER, NOTIFY MEDICAL EXAMINER) 

x 

o ‘2c, TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home. form, ; 20f. {City or town) {County) {Stote) 
g 

Ed 


After this certificote has been signed by the attending physician and complete! 


hed far use os the burial-transit permit. 
rial, cremotion, ar remaval, and in ony eve: 
oO 


* 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours after death; Poge.é 
may be retained by the haspital or attending physician. 


3) ACTUAL 
2 4 SIGNATURE. 
a2 
4 PHYSICIAN’: I 
ze fNSIAN’s = Walther H, Sonnenfeld, M.D. 
Zz ~ a Zo. BURIAL, esi ‘7b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) {Stote) 
9 ¥ i 
22 Rutter’ May 15/57 |Western Yemetery baltimore” Ma 
2: a=! Saal 5 why 4 s "D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
A ‘WIG RMON Direct ord, Etor Ramondedy| avery "rm |For : 
ery ep Ai. Pt. T & Df e Ve, om DATE WEY A Z C - Q ; 


